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Being  one  of  the  signatories  to  the  Alma-Ata 
Declaration  of  1978,  Saudi  Arabia  made  a long-range 
commitment  to  primary  health  care  (PHC)  as  the  vehicle  for 
achieving  "Health  for  All  by  the  Year  2000."  This  community- 
based  study  investigates  the  feasibility  of  this  approach  by 
focussing  on  the  stated  health  care  policy  and  its  actual 
implementation  as  manifest  in  the  functioning  of  a PHC 
center  in  Jeddah-Saudi  Arabia.  Field  research  was  conducted 
between  June  of  1991  and  July  of  1992.  Systematic 
information  was  collected  through  participant  observation, 
semi -structured  interviews  and  accessible  health  care 
documents . 

Compared  to  the  ideals  of  the  Declaration,  research 
findings  indicate  that  the  Saudi  PHC  system  is  characterized 
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by  an  enormous  emphasis  on  curative  services  at  the  expense 
of  the  promotive,  preventive  and  rehabilitative  dimensions; 
a centralized  and  rigid  bureaucratic  decision-making  process 
where  community  members  and  health  care  personnel  are 
virtually  muted;  and  a near  collapse  of  multi-sectoral 
collaboration  and  coordination. 

Factors  contributing  to  the  observed  stagnation  of  the 
Saudi  PHC  system  include  the  mismanagement  of  material  and 
human  resources,  lack  of  written  standards  and  procedures,  a 
top-down  centralized  bureaucracy,  patients'  long  waiting- 
time, physicians'  quick  diagnosis,  inflexible  working - hours , 
over-utilization  of  services,  and  low  quality  of  health 
care . 

In  accounting  for  the  disparity  between  the  Saudi 
articulated  policy  and  its  tangible  implementation,  the 
stilted  application  of  PHC  care  is  traced  to  the  intrinsic 
contradictions  between  Western  enlightenment  philosophy  that 
provides  both  the  historical  and  ideological  foundations  of 
this  approach,  and  the  Saudi  political  system  that  is 
reminiscent  of  medieval  kingdoms  based  on  royal 
totalitarianism.  Simply,  the  failure  of  the  PHC  approach  in 
Saudi  Arabia  is  rooted  in  the  contradictions  between  the 
egalitarian,  community  empowering  and  sociocultural 
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restructuring  principles  of  PHC  on  the  one  hand,  and  the 
authoritarian  axioms  around  which  the  Saudi  political  system 
revolves,  on  the  other. 

Given  Saudi  Arabia's  predicament,  the  PHC  system  can  be 
said  to  be  a second-rate  medical  care  for  the  socio- 
economically disadvantaged,  thus,  casting  further  doubt  on 
the  feasibility  of  PHC  in  the  Third  world. 
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CHAPTER  1 
INTRODUCTION 

This  study  presents  a critique  and  assessment  of  the 
primary  health  care  approach  to  health  and  health  care 
services  as  it  has  been  applied  in  the  Kingdom  of  Saudi 
Arabia  [1] . Measured  against  the  ideals  of  the  Declaration 
of  Alma-Ata  of  1978,  and  focusing  on  the  stated  Saudi 
Arabian  health  care  policy  and  its  actual  implementation, 
the  functioning  of  a primary  health  care  center  will  be 
described  and  the  principles  underlying  the  primary  health 
care  approach  will  be  critically  examined. 

This  chapter  briefly  introduces  the  aims,  philosophy 
and  principles  of  the  primary  health  care  approach  to  health 
and  health  care  services;  describes  the  on-going  debate 
surrounding  its  feasibility,  practicality  and 
appropriateness  under  diverse  socio-political  conditions; 
and,  taking  Saudi  Arabia  as  a case  in  point,  states  the 
central  theme  and  argument  of  this  study. 

In  order  to  avoid  writing  a "mystery  novel,"  let  me 
state  my  view  in  advance.  The  primary  health  care  approach 
to  health  and  health  care  services  in  the  Third  world,  I 
contend,  is  the  latest  offspring  of  the  development -oriented 
mentality  that  uncritically  takes  certain  premises  for 
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granted.  Although  noble,  moral,  and  desirable,  the  primary 
health  care  approach  to  health  and  health  care  services  is, 
nonetheless,  infeasible  under  the  existing  social,  economic, 
and  political  conditions  in  the  Third  world. 

In  the  broadest  sense  articulated  by  the  Alma-Ata 
Declaration,  the  primary  health  care  approach  to  health  and 
health  care  services  is  considered  "a  practical  approach  to 
making  essential  health  care  universally  accessible"  (WHO 
1978:38) . As  a comprehensive  package  of  promotive, 
preventive,  curative  and  rehabilitative  services  in  a 
continuing  health  care  process,  it  is  considered  not  only 
universally  applicable,  but  also  an  integral  element  of 
overall  sociocultural  development.  Through  making 
substantial,  inexpensive  and  rapid  improvements  in  health 
and  health  care  services  particularly  for  the  social 
periphery  in  the  Third  world,  it  is  deemed  to  be  the  vehicle 
for  achieving  the  ambitious  global  goal  of  "health  for  all 
by  the  year  2000"  (Basch  1990;  Bryant  1988;  Djukanovic  and 
Mach  1975;  Macdonald  1993;  Newell  1975;  Phillips  1990;  Reid 
1986;  WHO  1973,  1978,  1985). 

Grounded  in  the  philosophy  that  "health  is  a 
fundamental  human  right,"  primary  health  care  rests  on  three 
inseparable  principles:  1)  equity,  2)  community  involvement 
and  3)  multi-sectoral  coordination  (De  Kadt  1983;  Macdonald 
1993;  Hart  et  al . 1990;  WHO  1978). 
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Equity . Universal  coverage- -the  equitable  provision  of 
health  care  services  to  all  the  population  with  priority  and 
emphasis  on  the  needy  and  vulnerable,  using  appropriate  and 
affordable  technologies- -is  a critical  principle  underlying 
the  philosophy  of  primary  health  care  (WHO  1978) . "No  one 
should  be  left  out,  no  matter  how  poor  or  how  remote" 

(Bryant  1988:16).  Equity  epitomizes  the  ethical  dimension  of 
primary  health  care  where  access  to  appropriate  and 
affordable  health  care  services  is  granted  to  everyone  with 
particular  consideration  to  differential  needs  of  different 
segments  of  the  population  (Bryant  1988;  Macdonald  1993;  al- 
Mazrou  et  al . 1990)  . 

Community  involvement . Equally  significant  and  "in  the 
spirit  of  self-reliance  and  self-determination, " the  right 
of  the  people  to  be  involved  in  decisions  and  matters 
concerning  their  wellbeing  is  fully  recognized  (Oakley  1989; 
WHO  1984,  1978:3).  Individually  and  collectively,  members  of 
the  community  have  both  the  right  and  duty  to  actively 
participate  not  only  in  defining  their  health  needs,  but 
also  in  the  planning,  implementation,  operation  and 
evaluation  of  health  care  services  (Agudelo  1983;  MacCormack 
1983).  The  community's  role,  therefore,  transcends  the 
traditional  passive  response  to  health  care  services 
provided  from  the  outside:  Primary  health  care  requires  that 
the  ultimate  control  of  health  care  services  be  placed  in 
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the  hands  of  the  community  that  is  capable  of  optimally 
utilizing  local,  national,  and  international  resources 
(Oakley  1989;  WHO  1991,  1984,  1978). 

Multi-sectoral  coordination.  Health  and  health  care  are 
permanently  linked  to  the  entire  sociocultural  system  (WHO 
1986,  1978) . Thus,  in  addition  to  the  health  sector,  primary 
health  care  involves  feedbacks  from  all  institutions  that 
contribute  to  community  as  well  as  national  development  (WHO 
1978) . Multi-sectoral  coordination  and  collaboration 
necessitates  1)  the  establishment  of  a multi-tier  health 
care  system  where  higher  levels  are  reoriented  towards 
supporting  the  primary  health  care  network;  and  2) 
cooperation  and  coordination  between  different  national  and 
local,  public  and  private  institutions  towards  the 
improvement  of  health  which  is  considered  vital  to  sustained 
sociocultural  development  (Bryant  1988;  Macdonald  1993;  WHO 
1986,  1978) . 

To  the  proponent,  adherence  to  these  principles 
constitutes  a revolutionary  approach  to,  and  "a  radical 
reinterpretation  of,"  health  and  health  care  services 
(Macdonald  1993:58).  Health  is  no  longer  defined  in  terms  of 
the  absence  of  disease,  but  rather  as  "a  state  of  complete 
physical,  mental  and  social  wellbeing"  (WHO  1978:2).  Health 
care  services  can  no  longer  be  transplanted  into  communities 
without  their  acceptance  and  full  involvement.  Nor  can  the 
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health  care  system  be  relegated  to  the  periphery  and  be 
expected  to  react  to  the  detrimental  outcome  of  other 
sectors.  Rather,  the  primary  health  care  system  becomes  a 
focal  point  around  which  overall  sociocultural  development 
revolves.  Primary  health  care,  therefore,  is  considered  a 
novel  alternative  to  the  conventional  approaches  that  are 
based  on  the  premises,  assumptions  and  institutional 
framework  of  the  Western  medical  model . Despite  great 
advances  in  medical  knowledge  and  technology.  Western 
medicine--disease-specif ic,  cure-oriented,  technology- 
intensive, clinically-based  and  urban-situated- -has  been  and 
is  becoming  increasingly  inaccessible  to  the  majority  of  the 
world  population,  serving  the  privileged  minority  while 
consuming  the  bulk  of  local  and  national  resources  (Banerji 
1984;  Bryant  1969;  Djukanovic  and  Mach  1975;  Engel  1977; 
Illich  1976;  Mckeown  1979;  Newell  1975;  Phillips  1990)  . In 
the  eyes  of  its  proponents,  the  primary  health  care  approach 
represents  a practical  response  to  the  demonstrated  failures 
of  the  dominant  Western  model  of  health  and  health  care 
services  in  the  Third  world:  While  incorporating  the 
benefits  of  scientific  medical  knowledge,  primary  health 
care  possesses  a holistic  vision  of  health,  health  care 
services  and  sociocultural  development.  It  offers  the  hope 
of  a restructured  society  in  which  people  are  empowered  to 
take  charge  of  their  lives. 


6 


To  the  opponent,  primary  health  care  is  an  idealistic 
approach,  more  rhetorical  than  real.  The  magnitude  of  health 
problems,  the  limited  and  scarce  resources,  and  the  lack  of 
institutional  capabilities  and  political  commitment 
especially  in  Third  world  countries  renders  the  primary 
health  care  approach  unattainable  (Agarwal  1980;  Boland  and 
Young  1982;  Evans  et  al . 1981;  Walsh  1988a,  1988b;  Warren 
1988;  Walsh  and  Warren  1986,  1979) . In  the  harsh  world  of 
reality  and  under  conditions  of  "scarcity  and  choice," 
practicality,  it  is  argued,  necessitates  selectivity  (Evans 
et  al . 1981) . Through  targeting  a short  list  of  diseases 
which  account  for  the  highest  mortality  and  morbidity,  and 
utilizing  available  inexpensive  but  effective  technologies, 
the  selective  approach  is  considered  to  be  a realistic 
practical  medical  intervention  aimed  at  improving  the  health 
status  of  most  individuals  at  the  lowest  cost  and  in  the 
shortest  time.  Effective,  efficient  and  feasible,  this 
approach  is  believed  to  allow  the  planning,  implementation 
and  evaluation  of  manageable  health  care  programs  within  the 
economic  constraints  of  the  Third  world.  "Until  primary 
health  care  can  be  made  available  to  all,"  argue  those  who 
advocate  the  selective  strategy,  "services  targeted  to  the 
few  most  important  diseases  may  be  the  most  effective  means 
of  improving  the  health  of  the  greatest  number  of  people" 
(Walsh  and  Warren  1979:152) 
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Between  proponents  and  opponents,  much  ink  has  been 
spilled  over  what  has  come  to  be  known  as  the  comprehensive- 
selective  primary  health  care  debate  in  international  health 
development . 

Advocates  of  comprehensive  primary  health  care 
described  the  selective  approach  as  "old  wine  in  new 
bottles:"  A return  to  the  discredited  and  dismally  failed 
vertical  disease  control  campaigns  of  quick  technological 
fixes  for  complex  sociocultural  problems  (Fendall  1985; 
Franco-Agudelo  1983;  Gish  1982).  In  addition  to  its  fragile 
scientific  basis  and  inappropriate  use  of  cost-benefit 
analysis  (Berman  1982;  Gish  1982),  the  selective  approach  is 
criticized  for  undermining  the  community's  right  to  power- 
sharing and  self-reliance,  promoting  elite  and  foreign 
interests,  enforcing  authoritarian  attitudes  and,  above  all, 
fragmenting  the  national  health  care  system  (Banerji  1992, 
1986,  1984;  Kan j i 1989;  Wisner  1988).  The  selective 
approach,  contends  Macdonald  (1993) , was  a predictable 
attempt  to  medicalize  primary  health  care,  hence, 
attenuating  its  impact  and  challenge:  To  remain  within  the 
parameters  of  the  Western  model  of  medicine,  the  selective 
approach  attempts  to  transform  primary  health  care  from  a 
people-centered  empowering  approach  into  a technical 
extension  of  existing  medical  services.  Furthermore,  the 
apparent  widespread  attraction  to  the  selective  approach 
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among  the  major  international  development  agencies  as  well 
as  many  Third  world  countries  is  attributed  to  the 
presumption  that,  in  addition  to  its  appealing  cost-benefit 
argument,  it  produces  measurable  results  with  limited  human 
and  financial  resources  within  a short  time  frame,  justifies 
reductions  in  financing  long-term  investments  in  health  care 
infrastructure,  and  promotes  the  transfer  and  application  of 
advanced  health  technologies  which  benefits  multinational 
corporations  and  maintains  the  financial  and  institutional 
status  quo  (Unger  and  Killingworth  1982;  Smith  and  Bryant 
1988;  Wisner  1988).  In  short,  the  selective  approach  is 
considered  to  be  "a  threat  and  can  be  thought  of  as  counter 
revolution  ...  a form  of  health  services  feudalism  rather 
than  an  alternative"  (Newell  1988:906)  . 

While  extolling  the  aims  and  goals  of  primary  health 
care,  advocates  of  the  selective  approach  insist  on  the 
validity  and  soundness  of  their  argument  (Walsh  and  Warren 
1986).  Walsh  (1988a:899)  maintains  that  even  though  "great 
strides  have  been  made  in  improving  socioeconomic  conditions 
in  the  developing  world, " the  likelihood  of  "health  for  all 
remains  remote:"  Resources  are  scarce  and  prioritizing  is 
imperative.  Furthermore,  Warren  (1988:896)  holds  that  while 
the  scope  of  the  selective  approach  has  evolved  from  the 
narrow  focus  on  individual  diseases  to  encompass  the  role  of 
other  sectors  such  as  education  and  agriculture,  its  basic 
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argument  of  prioritizing  on  the  basis  of  cost-benefit  in  a 
world  of  scarce  resources  remains  unchanged. 

In  addition  to  the  two  positions  that  I have  described 
under  the  comprehensive-selective  dichotomy,  there  is  a 
third  position  that  needs  to  be  acknowledged:  Some  observers 
regard  the  comprehensive-selective  dichotomy  as  superficial 
and  unnecessary.  Mosley  (1988:907)  mildly  asserts  that  the 
debate  was  unnecessarily  framed  in  terms  of  vertical  versus 
horizontal  health  care  programs.  Instead  of  polarization,  a 
"middle  way"  is  recommended  to  resolve  the  conflict  through 
the  adoption  of  a problem-oriented  approach  encompassing  a 
balanced  combination  of  technology  and  health  development 
process  (Mosley  1988:907).  For  Taylor  and  Jolly  (1988:971), 
the  debate  is  a "battle  . . . in  a self -satisfying  war."  At 

the  heart  of  the  controversy,  they  assert,  lies  the  mistaken 
assumption  that  all  the  components  of  the  primary  health 
care  approach  must  be  equally  and  simultaneously 
implemented:  Selectivity  and  its  rationale  were  included  in 
the  definition  of  primary  health  care  as  part  of  a gradual 
progress  towards  a comprehensive  primary  health  care  system. 
As  such,  the  confrontation  is  considered  not  only  the 
beating  of  straw-men,  but  also  a diversion  of  attention  and 
valuable  resources  from  more  productive  action  (Taylor  and 
Jolly  1988) . 
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Notwithstanding  the  intellectual  and  professional 
struggle  for  career  building  and  career  protection,  the 
debate,  in  my  view,  is  more  superficial  than  genuine:  On  the 
one  hand,  the  debate  can  be  seen  as  authentic  in  the  sense 
that,  as  Rifkin  and  Walt  (1986)  point  out,  it  is  rooted  in 
the  irreconcilable  convictions  of  those  who  are  concerned 
with  long-term  health  and  health  care  services  development 
and  those  who  concentrate  on  health  care  delivery  via  short- 
term replicable  programs.  The  selective  approach,  thus, 
becomes  the  antithesis  of  the  primary  health  care  approach; 
It  negates  the  basic  principles  of  equity,  community 
involvement  and  multi-sectoral  coordination  and 
collaboration;  the  very  "pillars"  on  which  the  primary 
health  care  approach  ultimately  rests  (Fendall  1987; 
Macdonald  1993) . On  the  other  hand,  the  debate  is  futile 
because  the  opposed  arguments,  when  situated  in  the  context 
of  international  health  development  [2] , represent  two  sides 
of  the  same  coin:  Developmentalism . As  will  be  shown  in  the 
next  chapter,  the  primary  health  care  approach  represents  a 
reaction  to,  and  a marked  improvement  over,  the  conservative 
and  reformist  prescriptions  that  dominated  the  field  of 
international  development  during  the  1950s  and  1960s  (Basch 
1990;  Gish  1979;  Navarro  1984;  Phillips  1990).  Yet,  it  and 
its  selective  "derivative"  (Chen  1988)  embrace  a 
developmentalist  blind  faith  in  the  necessity,  feasibility 
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and  efficacy  of  transferring  and  transplanting  Western 
intellectual  and  technological  know-how  into  the  supposedly 
less-fortunate,  chronically  "underdeveloped, " and  anxiously 
awaiting  Third  world  by  means  of  political  will  and 
commitment.  Stated  differently,  as  a product  of  Western 
development  theories,  international  health  development  work- 
- including  the  comprehensive  and  selective  variants- - 
uncritically  espouses  both  the  primacy  of  the  state  as  the 
major  force  of  sociocultural  development  and  the  neutrality 
of  the  postulated  intellectual  and  technological  transfer  of 
knowledge  [3] . 

For  proponents  and  opponents  of  the  primary  health  care 
approach  to  health  and  health  care  services,  political  will 
and  commitment  hold  a supreme  significance  [4] . In  support 
of  the  selective  approach,  Boland  and  Young  (1982)  assert 
that  the  likelihood  of  successful  primary  health  care 
systems  depends,  to  a large  extent,  on  the  governments' 
political  will,  commitment  and  strength  to  transform  the 
existing  health  care  systems.  Similarly,  political  will  and 
commitment,  argues  Bryant  (1988)  in  support  of  the 
comprehensive  approach,  is  indispensable  for  developing 
appropriate  health  care  policies,  allocating  sufficient 
resources  and  setting  realistic  priorities  in  accordance 
with  the  primary  health  care  approach.  From  a variety  of 
theoretical  and  ideological  positions,  moreover,  the 
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literature  echoes  and  restates  the  primacy  and  significance 
of  political  will  and  commitment  to  the  success  of  the 
primary  health  care  approach  (Bossert  and  Parker  1984;  De 
Kadt  1982;  Gish  1973;  Heggenhougen  1984;  Joseph  and  Russell 
1980;  Morgan  1990;  Morley  et  al . 1983;  Mott  1974;  Segall 
1983a) . According  to  the  Alma-Ata  Declaration  (WHO  1978:4), 
once  political  commitment  is  granted,  primary  health  care 
"reflects  and  evolves  from  the  economic  conditions  and 
sociocultural  and  political  characteristics  of  the  country 
and  its  communities." 

Although  the  characterization  of  Saudi  Arabia  as  a 
Third  world  country  is  problematic,  the  Kingdom, 
nonetheless,  is  a good  test-case  because  of  her  advantaged 
position:  It  cannot  be  said  that  Saudi  Arabia  lacks  the 
resources  to  carry  out  the  primary  health  care  approach  to 
health  and  health  care  services.  Declared  politically 
resolved,  committed,  and  economically  capable,  the  Kingdom 
of  Saudi  Arabia  can  be  used  for  empirically  examining  the 
feasibility  of  the  primary  health  care  approach  to  health 
and  health  care  services  in  the  Third  world:  If  primary 
health  care  is  infeasible  in  an  oil-rich  and  politically 
committed  sociocultural  system,  it  is  unlikely  to  succeed  in 
the  economically  disadvantaged  countries  of  the  Third  world. 

In  1978,  being  one  of  the  signatories  to  the  Alma-Ata 
Declaration,  Saudi  Arabia  made  a long-range  commitment  to 
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the  primary  health  care  approach  to  health  and  health  care 
services  (al-Mazrou  et  al . 1990;  McHan  1988;  Sebai  1985, 
1987,  1988a,  1988b,  1990;  WHO  1987) . In  intent,  notes  the 
World  Health  Organization  (WHO  1987:130),  the  Saudi  Arabian 
national  health  care  policy  conforms  with,  and  is  committed 
to,  primary  health  care  as  the  vehicle  to  achieve  "health 
for  all  by  the  year  2000."  Since  the  character  and  content 
of  its  health  care  system  is  shaped  by  the  wealth  generated 
from  the  oil-based  economy  of  the  country,  the  economic 
bounty  of  the  1970s- -a  consequence  of  increased  petroleum 
exports  and  higher  oil  prices- -enabled  the  Saudi  Arabian 
political  will  and  commitment  to  translate  into  action: 
National  health  care  policies  were  developed,  resources  were 
allocated  and  priorities  were  established  in  accord  with  the 
primary  health  care  philosophy  (Dodd  1986;  al-Mazrou  et  al . 
1990;  Ministry  of  Health  1993;  Sebai  1987,  1988;  WHO  1987). 
The  budget  of  the  Ministry  of  Health,  for  instance, 
increased  from  2.8%  of  the  total  governmental  budget  in 
1970,  to  4.1%  in  1984,  to  6%  in  1990  and  the  number  of 
primary  health  care  centers  mushroomed  from  519  centers  in 
1970,  to  1119  centers  in  1984,  and  reached  1668  centers  in 
1990  (Ministry  of  Health  1990;  Sebai  1987) . As  a politically 
committed,  oil-rich  Third  world  country  [5] , the  Saudi 
Arabian  health  care  system  not  only  is  considered  universal 
and  comprehensive  (al-Mazrou  et  al . 1990;  Roemer  1991),  but 
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also  one  that  "will  achieve  health  for  all  by  the  year  2000" 
(Dodd  1986:342) . 

Despite  a promising  start,  the  Saudi  Arabian  primary 
health  care  system,  as  I will  show,  operates  in  a manner 
consistent  with  primary  medical  care  while  presenting  the 
rhetorical  and,  to  some  extent,  the  organizational  structure 
of  primary  health  care.  By  primary  medical  care  I mean  the 
extended  medical  care  that  is  confined  to  the  treatment  of 
diseases  and  injuries  but  does  not  include  the  management  of 
the  environmental,  social  and  cultural  determinants  of  ill- 
health.  In  contrast  to  the  previously  mentioned  principles 
underlying  the  primary  health  care  approach,  the  Saudi 
Arabian  version  is  characterized  by  1)  an  excessive  emphasis 
on  curative  services  at  the  expense  of  promotive,  preventive 
and  rehabilitative  ones;  2)  a top-down,  centralized  and 
bureaucratized  decision-making  process  where  community 
involvement  is  virtually  absent;  and  3)  a breakdown  of 
intra-  and  inter-sectoral  coordination  and  collaboration. 
Moreover,  it  is  fast  becoming  a second-rate  medical  care  for 
those  at  the  bottom  of  the  economic  ladder. 

Based  on  participant  observation,  interviews  with 
primary  health  care  personnel  as  well  as  members  of  the 
community,  and  examining  accessible  health  care  records  and 
reports,  this  study  exposes  a disparity  between  the  Saudi 
Arabian  health  care  policy  and  its  actual  implementation  at 
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the  initial  site  of  intervention- -the  primary  health  care 
center.  The  contradiction  between  the  philosophy  of  primary 
health  care  in  general,  and  of  the  Saudi  Arabian  version  in 
particular,  and  its  translation  into  action,  I contend,  is 
rooted  in  the  incompatibility  of  two  sets  of  mutually 
exclusive  principles:  The  egalitarian,  community-empowering, 
and  sociocultural-restructuring  principles  of  the  primary 
health  care  approach  stand  in  clear  opposition  to  the 
authoritarian  axioms  around  which  the  Saudi  Arabian 
political  system  revolves. 

Generally  speaking,  the  idealism  and,  subsequently,  the 
unattainability  of  the  primary  health  care  approach  to 
health  and  health  care  services  stems  neither  from  its 
economic  irrationality- -a  criticism  to  which  it  is  immune- - 
nor  from  an  overdose  of  optimism  on  the  part  of  its  framers. 
Rather,  its  idealism  derives  from  the  erroneous,  though  not 
so  innocent,  belief  in  the  benevolence  of  those  who  have 
their  "hands  on  levers  of  power."  By  appealing  to  their 
humanitarianism,  it  is  assumed  that  wielders  of  economic  and 
political  power- -the  major  impediments  to  change  towards 
social  justice- -are  going  to  be  willing  to  inaugurate  the 
very  changes  that  will  destroy  the  infrastructural  and 
structural  foundation  on  which  they  stand.  Referring  to 
international  development  in  general,  writes  George 
(1984:8),  these  articulations  and  pronouncements  "do  not. 
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however,  explain  why  governments  whose  supporters  have  a 
deep  stake  in  the  status  quo  would  willingly  destroy  their 
own  power  base."  In  the  tradition  of  the  Development 
Establishment,  and  as  a recent  product  of  it,  the  primary 
health  care  approach  to  health  and  health  care  services,  I 
contend,  is  not  a Trojan  horse  for  change.  Rather,  it  is  an 
imposed  superstructural  initiative  that,  despite  its 
grandiloquence,  is  more  likely  to  perpetuate  the  existing 
sociocultural  inequalities  in  which  it  functions  rather  than 
to  transform  and  revolutionize  them.  Given  Saudi  Arabia's 
political  situation  in  particular  and  the  Third  world's  in 
general,  the  feasibility  of  the  primary  health  care 
approach,  as  noble  and  desirable  as  it  may  be,  appears  to  be 
quite  dismal  [6] . 

The  evolution  of  the  primary  health  care  approach  to 
health  and  health  care  services;  its  components,  principles 
and  philosophy;  and  the  controversy  surrounding  its 
feasibility  in  the  Third  world  constitute  the  subject  matter 
of  the  next  chapter  of  this  study.  Chapter  three  describes 
the  ethnographic  setting  of  this  research.  Research 
methodology  and  limitations,  the  development  of  the  Saudi 
Arabian  health  care  system  in  general  and  primary  health 
care  in  particular,  and  the  findings  of  this  research  will 
be  presented  in  chapter  four.  Finally,  chapter  five  presents 
my  conclusion. 
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Notes 


1.  For  the  purposes  of  this  study,  Saudi  Arabia,  despite 
her  internal  diversity,  represents  a sociocultural  system  in 
the  sense  that  it  encompasses  a bounded  arrangement  of  a 
population,  their  thoughts,  and  behavior.  For  a formal 
definition  of  a sociocultural  system,  its  components,  and 
their  causal  relationships,  see  Harris  (1979) . In  this  text, 
the  term  Third  world  denotes  "that  large  and  in  many  ways 
diverse  collection  of  colonies,  semi-colonies,  and  neo- 
colonies which  form  the  base  of  the  global  capitalist 
pyramid"  (Sweezy  and  Magdoff  1972:89).  Although  an  oil-rich 
country,  Saudi  Arabia  belongs  neither  to  the 
technologically-advanced  West  nor  to  the  socialist  world. 
Despite  her  wealth,  Saudi  Arabia  exhibits  the  general 
features  that  are  typical  of  the  Third  world.  Politically, 
Saudi  Arabia' s regime  is  dependent  on  the  West  for  survival- 
-particularly  on  the  U.S.A.  Economically,  Saudi  Arabia  is  a 
subordinate  but  valuable  producer  of  raw  material  as  well  as 
a lucrative  market  for  Western  economies.  And  culturally, 
Saudi  Arabia  is  fast  adopting  Western  lifestyles  despite  her 
ideological  rejection  of  Western  philosophies  and  ways  of 
Life.  To  distance  myself  from  various  theoretical 
orientations,  I refrain  from  employing  terms  such  as 
underdeveloped,  least  developed,  developing,  periphery  or 
semi -per iphery . 

2.  Also  referred  to  as  the  international  health  movement, 
international  health  work,  international  public  health  and 
international  health. 

3.  As  Navarro  (1980)  pointed  out,  science  and  technology 
bear  a set  of  ideologies  that  not  only  reflect  the  existing 
power  relations,  but  also  maintain  and  reproduce  them. 
Accordingly,  while  the  World  Health  Organization  is  claimed 
to  be  a technical  agency  of  the  United  Nations  and  the  least 
political  one  for  that  matter  (Reid  1986),  it,  nonetheless, 
"reproduces  and  distributes  political  positions  through  its 
technological  discourse"  (Navarro  1984:470).  By  claiming 
that  its  top  decision-making  body  is  composed  of  equally 
empowered  state  members  and  accepting  the  inevitability  of 
"the  United  Nations  'speak'"  (Macdonald  1993:59),  one  is 
effectively  downgrading  the  nature,  causes  and  mechanism  of 
class  power  relations  (Navarro  1984) . 

4.  According  to  the  World  Health  Organization  (WHO  1981:19 
emphasis  in  original) , "the  single  most  important  indicator 
of  political  commitment  to  strategies  for  health  for  all  is 
the  allocation  of  adequate  resources. " 
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5.  In  criticizing  Bryant's  (1980)  optimism,  Mburu  (1980) 
suggests  that  the  primary  health  care  approach  to  health  and 
health  care  services  is  perhaps  feasible  only  in  the  oil- 
rich  Third  world  countries. 


6.  Even  under  relatively  favorable  political  conditions, 
that  is  in  the  "developing"  socialist  countries  which  are 
committed  to  social  justice  such  as  Tanzania,  the  relative 
success  of  primary  health  care  has  been  circumscribed  by, 
among  other  factors,  the  often  too  centralized  and 
bureaucratized  decision-making  process  (Gish  1973;  Segall 
1983a,  1983b) , hence,  casting  further  doubt  on  the  universal 
feasibility  of  the  primary  health  care  approach  to  health 
and  health  care  services. 


CHAPTER  2 

PRIMARY  HEALTH  CARE:  REVIEW  OF  THE  LITERATURE 

Introduction 

Ever  since  its  appearance  on  the  international  scene 
and  its  subsequent  adoption  by  the  world  community,  the 
primary  health  care  approach  to  health  and  health  care 
services  has  become  the  subject  of  a fervent  controversy  the 
crux  of  which  concerns  its  feasibility,  practicality  and 
appropriateness  for  the  Third  world.  Far  from  being  a barren 
academic  exercise,  the  stance  taken  by  policy  makers  and 
international  donor  agencies  and  organizations  crucially 
affects  the  quality  of  life  of  millions  of  people  in  the 
Third  world.  At  one  end  of  the  spectrum,  primary  health  care 
is  regarded  as  a force  for  change  towards  social  justice 
and,  possibly,  the  panacea  for  the  ever-increasing  health 
and  development  difficulties  facing  the  Third  world.  At  the 
opposite  end,  it  is  dismissed  as  a product  of  quixotic 
thinking  and,  perhaps,  a smoke  screen  for  sociopolitical 
control  and  domination.  In  between,  it  is  venerated  for  its 
morality  and  pertinence,  yet  criticized  for  its 
unattainability  in  the  diverse  contexts  of  the  Third  world. 
In  order  to  shed  some  light  on  these  issues  and  provide  a 
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frame  of  reference  and  background  information  for  this 
study,  I briefly  trace  the  evolution  of  the  primary  health 
care  approach  as  a recent  product  of  international  health 
development  within  the  broader  context  of  development 
theories  and  their  changing  goals  and  assumptions.  In  this 
regard,  it  is  my  contention  that  three  basic  premises 
underlie  the  articulations  and  practices  of  the  Development 
Establishment:  The  perception  of  the  superiority  of  Western 
sociocultural  system  as  manifest  in  both  the  articulations 
advanced  and  the  actual  economic  and  political  domination  of 
the  Third  world;  the  belief  in  the  necessity,  feasibility 
and  neutrality  of  the  intellectual  and  technological 
transfer  of  knowledge  from  the  "developed"  West  to  the 
"underdeveloped"  World;  and  the  uncritical  endorsement  of 
the  state  as  the  major  instrument  in  initiating  and 
maintaining  sociocultural  development  in  the  Third  world. 

Next,  I describe  the  components,  principles  and 
philosophical  underpinnings  of  primary  health  care  as 
expounded  by  the  Alma  Ata  Declaration  of  1978  [1] . In  doing 
so,  my  objective  is  to  further  substantiate  the 
aforementioned  contention.  Of  crucial  significance  is  the 
assertion  that  despite  its  nobility,  morality,  desirability 
and  even  radical  departure  from  mainstream  developmentalism. 
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the  primary  health  care  approach,  nonetheless,  is  an  imposed 
superstructural  initiative  that  legitimizes  the  role  of  the 
state  by  uncritically  accepting  the  rhetoric  of  equality  and 
social  justice  espoused  by  the  elite  minority  as  if 
representing  the  actual  realities  of  the  Third  World. 

Then,  the  debate  surrounding  the  feasibility, 
practicality  and  appropriateness  of  the  primary  health  care 
approach  for  the  Third  world  is  revisited  in  order  to  show 
that  the  postulations  of  its  opponents  as  well  proponents 
are  within  the  confines  of  developmentalism,  where  the 
existing  power  structures,  wittingly  or  unwittingly,  are  not 
only  taken  for  granted,  but  also  divorced  from  the  global 
realities  in  which  the  "developed"  West  extracts  more  than 
it  donates  to  the  Third  world. 

Finally,  some  concluding  remarks  will  be  presented. 
Although  I do  not  pretend,  let  alone  claim,  to  have  an  all 
encompassing  answer,  three  alternatives  will  be  offered. 

International  Health  Development 
With  total  indifference  to  the  global  economic  and 
political  realities,  international  health  development  is 
considered  to  encompass  all  nations  of  the  world  and  refers 
to  the  efforts  directed  at  improving  the  health  of  the 
world's  populations  through  activities  carried  out  across 
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national  boundaries  [2]  (Goodman  1971;  Roemer  1993)  . The 
earliest  endeavors  in  this  field  might  be  loosely  traced  to 
the  quarantine  measures  taken  against  the  Black  Death  of 
1348,  when  a forty-day  detention  period  was  forced  upon  all 
ships  entering  the  port  of  Venice,  and  adopted  soon  after  by 
other  major  European  sea  ports  (Basch  1991,  1990) . It  might 
be  conceivable  to  trace  the  genesis  of  international  health 
development  to  the  long  chain  of  International  Sanitary 
Conferences,  the  first  of  which  was  held  in  Paris  in  1851  in 
reaction  to  the  pandemics  of  cholera  that  swept  across 
Europe  in  1828  and  1847  (Roemer  1993) . Or,  indeed,  to  the 
creation,  in  1907,  of  the  first  global  health  agency- -the 
International  Office  of  Public  Health- -located  in  Paris  and 
concerned  with  the  study  of  communicable  diseases  and  the 
rapid  exchange  of  epidemiological  information  (Allen  1950; 
Basch  1990;  Borckington  1958;  Goodman  1971;  Roemer  1993) . 

However  and  regardless  of  which  specific  event 
constitutes  its  onset,  international  health  development  was 
born  and  nurtured  during  the  European  colonial  expansion 
and,  most  important,  in  response  to  its  commercial, 
political  and  military  needs.  Initially,  it  had  a dual 
objective.  First,  to  combat  and  halt  the  spread  of 
infectious  diseases  in  Europe  (Allen  1950;  Basch  1990; 
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Goodman  1971;  Roemer  1993)  . And,  secondly,  to  protect 
European  military  personnel  and  civilian  settlers  abroad 
(Arnold  1985,  1986;  Burrows  1958;  Doyal  1981;  MacLeod  and 
Lewis  1988)  . Out  of  economic  and  political  necessities,  the 
latter  goal  very  slowly  expanded  to  include  the  colonized 
populations  [3]  (Doyal  1981;  Gish  1979;  Ityavyar  1987;  Leng 
1982;  Manderson  1987;  Prahoo  1986;  Rubinstein  and  Lane  1990; 
Twumasi  1981) . 

At  home  and  in  response  to  the  increased  rate,  volume, 
and  scope  of  commerce,  European  countries  unilaterally 
instituted  in  their  home  ports  quarantine  measures  against 
vessel -borne  cholera  and  plague  coming  from  abroad.  The 
inadequacy  of  quarantine  measures  coupled  with  their 
detrimental  consequences  on  colonial  commerce  propelled  more 
collaborative  action  in  the  framework  of  intensifying  trade 
competition  [4] . This  collaboration  and  cooperation  took  the 
form  of  international  conferences  and  congresses  on 
quarantine  regulations  and  other  medical  and  health  related 
matters  [5] . Notwithstanding  their  rudimentary  achievements 
[6] , these  conferences  paved  the  way  not  only  for  the 
creation  of  public  health  services  within  Europe,  but  also 
for  the  establishment  of  permanent  international  health 


24 


organizations  (Allen  1950;  Basch  1991,  1990;  Goodman  1971; 
Roemer  1993)  . 

Abroad  and  parallel  to  the  goal  of  protecting  their 
populations  at  home,  colonial  powers  established  health  care 
services  in  their  colonies  to  ensure,  above  all,  the  well- 
being of  their  military,  administrative,  and  settler 
populations.  Additionally,  the  annihilation  of  the 
indigenous  population  by  infectious  diseases  and  the 
subsequent  potential  and  real  loss  of  colonial  economic  gain 
prompted  colonial  governments  to  extend  health  care  services 
to  the  native  inhabitants.  The  quintessence  of  colonial 
thought  was  expressed  by  Charles  Eliot  (1914)  in  his  report 
to  the  Endowment  for  International  Peace: 

The  fundamental  object  of  Western  colonization,  or 
other  form  of  occupation  in  the  East,  is,  as  it 
always  has  been,  the  extension  of  European  trade 
and  the  increase  of  European  wealth;  but  the 
opinion  is  beginning  to  prevail  extensively  in 
Europe  and  among  Europeans  who  live  in  the  East, 
that  these  objects  can  best  be  accomplished  by 
increasing  the  intelligence,  skill,  and  well-being 
of  the  Eastern  populations  controlled,  by  raising 
their  standards  of  living,  relieving  them  from 
superstitious  terrors,  social  bondage  and 
industrial  handicaps,  and  by  creating  among  them 
new  wants  and  ambitions  . . . The  principle  means 

to  these  worthy  ends  are  . . . preventive  medicine 

and  an  effective  public  health  organization 
directed  to  the  relief  of  current  suffering,  the 
prevention  of  sweeping  pestilences,  and  the 
increase  of  industrial  efficiency  (Quoted  in 
Rubinstein  and  Lane  1990:368) . 
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Hence,  to  ensure  the  reproduction  and  maintenance  of 
the  colonized  labor  force  as  well  as  the  well-being  of  the 
colonizers,  colonial  powers  established  health  care  services 
in  their  colonies  basically  as  an  extension  of  the  medical 
system  in  the  "mother  country"  (Doyal  1981;  Baner j i 1984; 
Beck  1971;  Gish  1979;  Guerra  1963;  Numbers  1987;  Twumasi 
1981) . Hospitals  were  primarily  built  in  urban  centers- -the 
major  points  of  European  trade  and  residence- -providing 
mainly  curative  services  for  the  colonial  elite  and  their 
personnel.  With  the  colonial  expansion  to  the  hinterland, 
dispensaries  were  established  in  rural  areas,  estates  and 
plantations  providing,  similar  to  urban  hospitals,  mainly 
curative  services  and  focusing  on  health  problems  that  had 
direct  impact  on  the  colonial  economy.  Moreover,  sanitary 
measures  were  taken  in  and  around  the  "sanitary  district" 
and  the  "colonial  town"  (Doyal  1981;  Gish  1979;  Leng  1982)  . 
With  the  realization  of  the  social  and  biological  role  of 
women  in  the  reproduction  of  the  labor  force,  maternal  and 
child  health  care  services  began  to  come  to  the  foreground 
(Manderson  1987) . Meanwhile,  indigenous  practices  and 
beliefs  about  the  body,  health  and  health  care  became 
subordinate  to  the  universal  model  of  modern,  that  is 
Western,  medicine- -disease-specif ic , cure-oriented. 
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technology- intensive , clinically-based  and  urban-situated 
(Basch  1990;  Fanon  1978). 

In  this  light  and  from  the  perspective  of  the  Third 
world,  international  health  development  is  more  properly 
defined  as  the  unidirectional  flow  of  intellectual, 
professional  and  technological  knowledge  from  the 
industrialized  and  developed  countries  to  the  so-called 
developing,  least  developed  and  underdeveloped  ones 
(Rubinstein  and  Lane  1990) . As  such,  international  health 
development  acquires  an  added  dimension  in  the  sense  that 
the  colonial--as  well  as  their  missionary  handmaiden  [7]-- 
health  care  services  not  only  served  as  "tools  of  empire" 
(Doyal  1981;  Leng  1982;  Macleod  and  Lewis  1988;  Paul  1978), 
but  also  shaped  and  provided  the  prototype  for  the 
subsequent  national  health  care  systems  in  the  Third  world 
(Banerji  1984;  1975;  Gish  1979;  Leng  1982;  Manderson  1987; 
Prahoo  1986;  Smith  and  Bryant  1988;  Twumasi  1981)  . 

Of  equal  gravity,  the  central  premise  underlying 

international  health  development- -as  manifest  in  the 

establishment  of  health  care  services  in  the  colonized 

world--was  what  Foster  (1978:301)  fittingly  called  "the 

silver  platter  approach:" 

The  institutional  forms  and  clinical  practices  of 
the  medical  systems  of  the  technologically- 
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advanced  nations  are  the  appropriate  models  for 
the  development  of  health  services  in  all 
countries . 

By  merely  transplanting  the  Western  medical  model  into  the 
"less  fortunate"  Third  world,  health  goals  were  presumed 
achievable.  Ethnocentricism  is  not  hard  to  locate:  On  the 
one  hand,  the  Western  medical  model  and  its  institutions 
were  considered  not  only  superior  to  indigenous  practices 
and  beliefs,  but  also  were  regarded  as  "absolutes"  that 
function  equally  well  in  all  sociocultural  systems.  On  the 
other  hand,  the  populations  of  the  then  "backward"  and  now 
"developing"  world  were  viewed  as  anxiously  awaiting  to 
embrace  the  Western  style  of  living  (Foster  1987a,  1987b, 
1978).  In  the  words  of  Gish  (1979:205),  the  general 
assumption  was  that  "the  administered  peoples  would  prosper 
to  the  degree  they  became  like  those  who  administered  them. " 

The  turn  of  the  twentieth  century  witnessed  not  only 
the  slow  spread  of  this  approach  to  health  and  health  care 
services  in  the  Third  world,  but  also  the  birth  of  what  has 
come  to  be  popularly  known  as  vertical  programs- -independent 
campaigns  that  are  based  on  the  transfer  and  application  of 
specific,  supposedly  effective,  and  economical  health 
technologies  to  control  or  even  eradicate  specific  diseases 
within  limited  time-spans  and  resources. 
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The  identification  of  the  causal  agents  and  mode  of 
transmission  of  almost  every  major  microbial  disease  and  the 
subsequent  development  of  specific  methods  for  controlling 
them  allowed  the  launching  of  aggressive  attacks  on  many 
common  endemic  diseases  world-wide.  Perhaps  the  initiation 
of  yellow  fever  control  efforts  in  Brazil  during  the  1890s 
was  the  earliest  example  of  such  programs  (Bryant  and  Smith 
1984) . But  a milestone  of  this  approach  was  doubtlessly  the 
successful  completion  of  the  Panama  Canal  in  1914.  In  1888 
the  French  abandoned  their  attempts  in  Panama  after  eight 
years  of  efforts,  3000  million  dollars  in  cost  and  about 
20,000  deaths  from  malaria  and  Yellow  fever  (Basch  1990, 

1991) . The  American  successful  completion  of  the  Panama 
Canal  between  1904  and  1914  was  dependent  on,  first,  the 
identification  and  proof  of  the  role  of  mosquitoes  in  the 
transmission  of  both  diseases  and,  second,  on  the 
implementation  of  specific  measures  such  as  the  drainage  of 
swamps,  the  construction  of  piped  water  supplies,  the 
screening  of  houses  and  the  provision  of  bed-nets,  and  the 
use  of  Quinine  as  both  a prophylactic  and  a cure  (Basch 
1990,  1991;  Brown  1978) . The  eminence  of  vertical  programs 
and  the  superiority  of  the  Western  medical  model  were 
further  enhanced  as  a result  of  the  relative  success  of  the 
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Rockefeller  Foundation's  campaigns  against  hookworm,  malaria 
and  yellow  fever  in  North  America.  These  early 
accomplishments  encouraged  the  implementation  of  vertical 
programs  on  an  international  scale  during  the  first  half  of 
the  twentieth  century  (Brown  1978;  Cleaver  1977;  Shaplen 
1964;  Williams  1969). 

Hailed  as  the  answer  to  the  rampant  health  problems  of 
the  Third  world,  vertical  programs  virtually  dominated  the 
work  of  international  health  development  during  the  post-war 
era  between  1950  and  1970.  During  its  first  two  decades 
(1948-1968) , the  World  Health  Organization,  for  example, 
embarked  on  a massive  global  campaign  against  single 
diseases- - leprosy , malaria,  smallpox,  schistosomiasis, 
syphilis,  tuberculosis,  typhoid  and  yaws  (WHO  1968,  1958) . 
Hence  furthering  the  popularity  of  this  approach. 

Interestingly  enough,  vertical  programs  took  center- 
stage  in  international  health  development  despite  the 
gradually  accumulating  evidence  indicating  their  inadequacy 
to  achieve  significant  results  in  the  long-run.  The 
Rockefeller  Foundation's  campaign  to  eradicate  hookworm  from 
Sri  Lanka  epitomizes  the  failure  of  this  approach:  At  the 
start  of  the  campaign  in  1916,  hookworm  was  endemic.  At  the 
end  of  the  campaign  in  1922,  hookworm  was  still  endemic! 
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(Phillips  1955) . In  1929  for  example,  the  director  of  the 
Kenyan  medical  department  criticized  the  attempts  to  control 
the  spread  of  malaria  in  the  absence  of  measures  to  improve 
diet,  housing,  and  sanitation  (Beck  1970) . Additionally, 
upon  reviewing  the  numerous  campaigns  against  tuberculosis, 
an  expert  committee  of  the  World  Health  Organization 
concluded  in  1957  that  the  best  of  these  campaigns  failed  to 
reach  half  of  the  targeted  populations  (Williams  1988) . 

Thus,  the  approach  that  was  effective  in  North  America  and 
Europe  proved  to  be  a failure  when  transplanted  into  the 
diverse  sociocultural  systems  of  the  Third  world.  With  the 
exception  of  the  highly  celebrated  campaign  to  eradicate 
smallpox  [8] , vertical  programs  invariably  failed  to  achieve 
sustainable  results.  The  global  campaign  to  eradicate 
malaria  is  a case  in  point:  After  an  antimalarial  crusade 
spanning  more  than  a decade  and  consuming  over  one -third  of 
health  care  budgets  in  Third  world  countries,  the  early 
1970s  witnessed  the  shocking  resurgence  of  malaria  in  many 
regions  where  it  had  been  controlled  by  the  late  1960s  [9] 
(Cleaver  1977) . Likewise,  campaigns  to  control  the  spread  of 
schistosomiasis  met  a similar  fate  (Sandbach  1977)  . 

Why  were  mass  campaigns  against  single  diseases  so 
prevalent  for  more  than  two  decades  of  international  health 
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development?  Why  was  emphasis  placed  on  the  control  of 
diseases  rather  than  the  promotion  of  health?  Perhaps  the 
war-time  medical  advances  fueled  hopes  and  stimulated 
aspirations  to  control  and  even  uproot  communicable  diseases 
(Sandbach  1975).  Or  perhaps,  to  use  Williams'  (1988:11) 
words,  vertical  campaigns  "seemed  to  be  what  the  developing 
world  was  ready  for."  To  my  way  of  thinking,  the  ascension 
of  disease-control  campaigns  can  be  better  understood  in 
terms  of  the  then  prevailing  conceptual  formulations  of 
development  theories.  To  this  subject  I now  turn  [10] . 

The  post-war  era  and  the  immediate  post-colonial  period 
were  not  only  a time  of  recovery,  reconstruction  and 
independence,  but  also  were  a period  of  conceptualization  of 
the  nature  of  "underdevelopment"  and  the  prospects  for 
development  in  the  emerging  Third  world.  In  a brief  summary 
of  the  current  theoretical  schema  of  the  post-war  period, 
Nash  (1963)  described  three  basic  approaches  dealing  with 
the  issue  of  development  in  the  newly  independent  countries: 
1)  the  "index"  approach,  2)  the  "acculturation"  approach, 
and  3)  the  "psycho-cultural"  approach. 

First,  in  the  "index"  approach,  writes  Nash ( 1963 : 3 ) : 

the  general  features  of  a developed  economy  are 
abstracted  as  an  ideal  type  and  then  contrasted 
with  the  equally  ideal  typical  features  of  a poor 
economy  and  society.  In  this  mode,  development  is 
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viewed  as  the  transformation  of  one  type  into  the 
other . 

According  to  Rostow  (1960:4-10)  all  sociocultural  systems 
proceed  through  five  consecutive  stages  of  economic  growth: 
From  the  "traditional"  stage,  to  the  "transition"  stage,  to 
the  "take-off"  stage,  to  the  "drive  to  maturity"  stage  and, 
finally,  to  the  "high-mass  consumption"  stage  of  the 
developed  world.  In  this  universal  model  of  development. 
Third  world  countries  occupy  the  lowest  stage  of 
traditionality  and,  in  order  to  develop,  must  follow  the 
foot-steps  of  the  advanced  industrial  nations  of  the  West. 
From  a different  vantage  point  and  utilizing  Parsons'  (1951) 
"pattern-alternatives  of  value-orientation"  [11] , Hoselitz 
(1960)  asserts  that  the  "underdeveloped"  world  manifests  the 
pattern  variables  of  particularism,  ascription,  and 
functional  diffuseness,  while  the  "advanced"  world  exhibits 
universalism,  achievement  orientation,  and  functional 
specifity.  In  other  words,  while  the  Third  world  is 
predominantly  "traditional,"  the  developed  world  is 
characterized  by  indices  of  "modernity. " The  solution  to 
"underdevelopment,"  therefore,  necessitates  the  movement 
away  from  the  former  towards  the  latter  through  the 
implementation  of  proper  modern  values  and  permitting  a 
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deeper  perforation  of  modern  economic  institutions  in  the 

Third  world  (Hoselitz  1960)  . 

Second,  in  the  "acculturation"  approach, 

the  Atlantic  community  of  developed  nations  and 
their  overseas  outliers  . . . diffuses  knowledge, 

skills,  organization,  values,  technology  and 
capital  to  a poor  nation,  until  over  time,  its 
society,  culture,  and  personnel  become  variants  of 
that  which  made  the  Atlantic  community 
economically  successful  (Nash  1963:3). 

For  development  to  ensue,  adds  Lerner  (1962) , a similar 

process  of  diffusion  must  take  place  from  the  modern  to  the 

traditional  segments  within  each  Third  world  country. 

Similar  to  the  aforementioned  "index"  approach,  this  line  of 

thinking  views  development  as  a movement  from  the 

undesirable  stage  of  traditionality  to  the  superior  one  of 

modernity  via  the  dissemination  of  Western  values  and 

institutions  through  education  and  the  media  in  the  Third 

world . 

Finally,  the  "psycho-cultural"  approach  refers  to: 

the  analysis  of  the  process  as  its  now  going  on  in 
the  so-called  underdeveloped  nations.  This  approach 
leads  to  ...  a full  accounting  of  the  political, 
social,  and  cultural  context  of  development  (Nash 
1963:4)  . 

As  a leading  spokesman  of  this  approach,  McClelland 
(1963:75-76;  1961)  argues  that  the  major  determinant  of 
economic  development  is  "the  need  for  Achievement  ...  a 
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desire  to  do  well  ...  to  attain  an  inner  feeling  of 

personal  accomplishment."  Accordingly,  Third  World  countries 

need  not  pester  with  the  material  and  structural  conditions 

in  which  they  operate,  but  rather  spread  Western  values, 

ideas  and  institutions  in  their  sociocultural  systems. 

Explains  Lewis  (1955:14): 

Economic  growth  depends  on  attitudes  to  work,  to 
wealth,  to  thrift,  to  having  children,  to 
strangers,  to  adventure  . . . and  all  of  these 

attitudes  flow  from  deep  springs  in  the  human 
mind . 

Development  in  the  Western  style,  therefore,  is  determined 
by  attitudes,  beliefs  and  values,  that  is,  by  psychological 
traits  (McClelland  1961)  . 

The  ramifications  for  international  health  development 
were  far-reaching.  Common  to  all  three  of  these  approaches 
are  the  overarching  superiority  of  Western  culture  and  its 
institutions;  the  reductionist  definition  of  sociocultural 
development  and  its  unidirectionality;  and  the  uncritical 
acceptance  of  the  state  as  the  primary  agent  for  the 
postulated  development . 

The  underlying  superiority  of  Western  culture  and  its 
institutional  framework  is  too  clear  to  dodge:  Parallel  to 
the  nineteenth-century  notion  of  "a  total  superiority  of 
'civilization'  over  barbarism  and  superstitions"  as  well  as 
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the  doctrine  of  "the  survival  of  the  fittest,"  the 

aforementioned  approaches  assume  that: 

unlike  animals  or  plants,  human  beings  could 
acquire  the  prerequisites  of  social  development 
through  learning  European  ways.  Simple  techniques 
(like  how  to  work)  might  be  acquired  quickly; 
others  (like  how  to  govern  themselves)  might  take 
generations.  Either  way,  what  was  to  be  learned 
was  what  had  already  been  learned  in  Europe. 

These  ideas  have  persisted  through  to  our 
day,  albeit  formulated  in  more  sophisticated  wavs. 
They  still  inform  the  aid  policies  of  the 
industrialized  countries  and  of  international 
agencies,  as  well  as  academic  theories  of 
deyelopment  (Worsley  1984:16-17  emphasis  added). 

Moreover,  Escobar  (1985:387)  pointed  out  that  international 

development  "was  preceded  by  the  creation  of  'abnormalities' 

such  as  the  'underdeveloped'"  in  which  Western  sociocultural 

systems  occupy  the  advanced  and  developed  stage  to  which  the 

"underdeveloped"  nations  must  crave  and  aspire  (Hobart 

1993) . With  the  gist  of  colonial  thinking  hard  to  forsake. 

Third  world  countries  needed  to  abandon  their  traditional 

(read  backward)  ways  of  life  and  follow  the  historical  path 

of  modernity  that  Western  nations  passed  through  long  ago. 

Furthermore,  sociocultural  development  was  narrowly 
defined  in  terms  of  economic  growth  which  in  turn  was 
measured  by  the  increase  in  the  Gross  National  Product  (GNP) 
and  per  capita  incomes  in  the  targeted  countries.  The  United 
Nations,  for  instance,  designated  the  1960s  as  the 
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"Development  Decade"  the  goal  of  which  was  "the  attainment 
of  6%  annual  growth  rate  of  GNP"  (Dube  1988:3).  As  the 
economy  grows,  it  was  postulated  that  the  benefits  will 
eventually  "trickle  down"  to  the  economically  disadvantaged 
segments  of  the  population  and,  subsequently,  health  will 
gradually  improve . Since  the  health  care  system  was 
considered  a consumptive  sector  of  the  sociocultural  system, 
emphasis  was  placed  on  the  perceived  two  productive  legs  of 
the  economy:  Industry  and  agriculture.  Succinctly  summarized 
by  Gish  (1979:208) : 

as  little  as  possible--at  least  within  existing 
political  constraints- -should  be  spent  (or  rather 
sunk)  into  the  'bottomless  pit'  of  health  and 
other  social  sector  needs,  at  least  until  national 
economies  were  strong  enough  to  provide  needed 
support  to  such  programs . 

Consequently,  the  investment  in  industrial  and  agricultural 
facilities  and  equipment  relegated  the  health  care  system  to 
the  perimeter  of  the  developmental  process. 

Finally,  in  the  transition  from  the  predicament  of 
"backwardness"  to  that  of  "advancement,"  the  state- -properly 
speaking,  the  ruling  elite- -was  perceived  to  be  the  primary 
agent  in  the  developmental  process,  hence,  effectively 
downgrading  the  role  of  individuals  and  communities  to  that 
of  passive  recipients  and  serving  as  an  ideology  for 
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fostering  and  legitimizing  the  status  quo  (Dube  1988;  Galli 
1992)  . 

As  a result,  vertical  campaigns  became  the  preferred 
approach  to  ill-health  in  the  Third  world:  They  required 
minimal  investment  in  terms  of  time  and  resources  without 
straining  or  blocking  efforts  geared  towards  economic 
growth;  they  espoused  the  sociocultural  superiority  of  the 
West;  and  they  embraced  the  dominance  of  the  state  as  the 
primary  agent  for  sociocultural  development.  In  short,  the 
prominence  of  vertical  programs  in  international  health 
development  was  neither  a response  to  the  needs  of  the  newly 
emerging  Third  World  countries,  nor  a result  of  false  hopes 
and  expectations.  Rather,  vertical  programs  crystallized  a 
long  standing  perception  of  Western  superiority  that 
supported  colonial  mentality  and,  to  use  Doyal's  (1981:275) 
words,  "eliminated  the  need  either  for  active  cooperation  by 
the  affected  population  or  for  any  significant  alteration  in 
the  existing  social  and  economic  relations." 

During  the  same  time,  health  care  systems  in  Third 
World  countries  slowly  expanded  along  the  lines  of  the 
Western  medical  model  and  its  institutional  framework.  The 
expansion  was  primarily  in  terms  of  the  size  of  facilities 
such  as  medical  schools,  teaching  and  specialty  hospitals; 
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the  penetration  of  nationals  at  all  levels  of  employment  in 
the  national  health  care  system;  and  the  slow  extension  of 
health  care  services  to  a larger  segment  of  the  population 
(Doyal  1981;  Gish  1979;  Phillips  1990) . However,  the  basic 
characteristics  of  the  Western  model  of  medicine  were 
intact- -disease-specif ic , cure-oriented,  technology- 
intensive, clinically-based  and  urban-situated. 

By  the  late  1960s,  the  glow  of  "economic  growth"  was 
quickly  fading  as  a result  of  the  widening  gap  between  the 
promises  of  economic  development  and  the  actual  outcome  in 
the  Third  World.  Simply  stated,  the  benefits  of  development 
efforts  did  not  "trickle  down"  as  previously  postulated: 
While  Third  World  countries  experienced  rapid  economic 
growth  during  the  "Development  Decade"  of  the  1960s,  the 
standard  of  living  of  the  majority  of  their  populations 
markedly  declined  (Chenery  et  al . 1974).  That  is  to  say  that 
an  elite  minority  became  well  established  and- -instead  of 
spearheading  the  distribution  of  development  gains- -reaped 
the  fruits  of  development  that  eluded  the  majority  of  Third 
World  populations  (George  1975;  Mehemet  1978) . The  "economic 
miracle"  of  Brazil  during  the  1960s,  for  instance,  resulted 
in  the  concentration  of  the  increases  of  per  capita  incomes 
to  an  elite  minority,  a sharp  reduction  in  state  sponsored 
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benefits  and  services  for  the  majority  of  the  population, 
and  a continuous  decrease  in  per  capita  consumption  of 
nutritive  food  (Furtado  1973;  Wood  1982).  Similarly,  the 
"healthy  growth  rate  during  the  1960s"  in  the  Third  World, 
contends  Ul  Haq  (1973:268,  1976),  was  accompanied  by 
increased  unemployment,  declined  wages,  and  maldistribution 
of  per  capita  incomes.  According  to  the  World  Bank  (1975), 
out  of  1.7  billion  inhabitants  of  the  Third  world  in  1969, 
there  were  645  million  poor  people  of  whom  86%  were  living 
in  absolute  poverty  and  the  remaining  14%  lived  in  relative 
poverty  [12] . 

As  the  shortcomings  of  main  stream  developmentalism 
became  apparent,  the  search  for  alternative  approaches 
intensified.  Seers  (1969:3)  encapsulated  the  prevailing 
concerns  when  he  wrote : 

The  questions  to  ask  about  a country' s development 
are  therefore:  What  has  been  happening  to  poverty? 
...  to  unemployment?  ...  to  inequality?  If  all 
three  of  these  have  declined  from  high  levels, 
then  beyond  doubt  this  has  been  a period  of 
development  ....  If  one  or  two  of  these  central 
problems  have  been  growing  worse,  especially  if 
all  three  have,  it  would  be  strange  to  call  the 
result  'development'  even  if  per  capita  income 
doubled . 

The  most  influential  critique  of  post-war  developmentalism, 
in  my  view,  came  from  what  later  was  stamped  as  dependency 
theory  [13] . Fundamental  to  this  theoretical  orientation  is 
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the  forceful  rejection  of  the  assertion  that 
"underdevelopment"  is  an  intrinsic  condition  of  the  Third 
World.  Instead,  underdevelopment  is  deemed  to  be  the 
consequence  of  the  created  dependence  of  the  Third  World  on 
the  industrialized  West:  Dependence  that  started  by  the 
early  European  colonial  expansion  with  its  exploitation  and 
plunder  of  Third  World  resources  and  continues  through  the 
neocolonial  domination  in  the  global  context  of  econo- 
political relations  [14] . As  consequence  of  the  historical 
development  of  capitalism,  colonialism  and  imperialism  were 
identified  as  the  determinant  causes  of  underdevelopment  of 
the  Third  World  (Weisskopf  1973,  1972;  Wilber  1973). 
Moreover,  since  this  historical  process  is  considered 
irreversible,  the  path  to  genuine  sociocultural  development, 
it  is  argued,  necessitates  the  radical  change  in  the 
structures  that  brought  and  continue  to  maintain 
underdevelopment  and  the  relations  of  dependence  (Dos  Santos 
1971;  Frank  1973,  1969). 

From  a variety  of  theoretical  and  disciplinary 
positions,  new  notions  emerged:  Appropriate  technologies 
meeting  specific  basic  needs,  distribution  with  economic 
growth,  development  built  around  people,  self-reliance  and 
community  participation  in  the  development  process  were 
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advanced  as  remedies  for  the  predicament  of  the  Third  World 
(Chenery  et  al . 1974;  George  1975;  Lele  1975;  Schumacher 
1975;  Schumacher  and  McRobie  1969;  Seers  1969;  Ul  Haq  1976, 
1973;  World  Bank  1975) . 

In  the  field  of  international  health  development,  the 
disenchantment  and  disillusion  with  the  overarching 
stipulations  and  outcome  of  post-war  and  post-colonial 
development  theories  and  practices  resulted,  first,  in 
questioning  the  validity  of  the  Western  medical  model  in 
general  and  its  appropriateness  for  the  Third  World  in 
particular  and,  second,  in  the  linkage  between  ill-health 
and  economic  development  efforts  [15]  . 

The  Western  medical  model  and  its  institutional 
framework  became  the  subject  of  critical  analysis  stemming 
from  various  theoretical  and  ideological  quarters.  The 
Western  model  of  medicine  is  considered  a product  of 
industrialization  that  has  created  a "planned  and  engineered 
hell"  in  which  the  patient  is  considered  a passive  and 
dependent  machine  requiring  repair  and  susceptible  to 
manipulation  by  the  medical  industry  [16]  (Illich  1974:921) . 
Emphasis  is  placed  on  clinical  treatment  in  which  "disease" 
not  only  constitutes  the  focus  of  treatment,  but  also  is 
separated  from  the  individual  and  community  in  which  it 


42 


occurs:  The  physiology  of  the  patient  is  stressed  while  the 
sociocultural  context  is  omitted.  In  other  words,  the 
Western  medical  model  "leaves  no  room  within  its  framework 
for  the  social,  psychological,  and  behavioral  dimensions  of 
illness"  (Engel  1977:130) . In  effect,  contends  Mckowen 
(1976),  the  historical  evidence  suggests  that,  in  Europe, 
improvements  in  health  during  the  past  three  centuries  were, 
to  great  extent,  the  consequence  of  efforts  geared  towards 
fighting  poverty  and  the  provision  of  better  nutrition, 
furnishing  clean  water  and  safe  sanitation  and  controlling 
population  growth  rather  than  a result  of  sophisticated 
medical  treatment  and  technologies.  Likewise,  Bryant 
(1969:92)  argues  that  the  Western  medical  model  is  a 
"superficial  adaptation  to  local  needs"  in  the  sense  that  it 
neither  utilizes  resources  optimally  nor  achieves  equitable 
distribution  for  the  majority  of  the  Third  World  population. 
In  other  words, 

. . . the  leading  causes  of  mortality  and 

morbidity  as  well  as  the  problems  of  population 
growth  are  not  subject  to  the  easily  packaged 
cures  of  modern  medicine  but  are  tied  up  with 
culture  and  custom  and  the  ways  in  which  people 
live  their  lives  . . . (Bryant  1969:314) . 

Additionally  and  in  contrast  to  the  highly  trained  medical 

professionals,  the  effectiveness  and  appropriateness  of 

"medical  assistants "- -that  is  auxiliary  health  workers--in 
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delivering  inexpensive  basic  health  care  services  to  the 
majority  of  Third  world  populations  were  highlighted  and 
popularized  (King  1970,  1966).  Concludes  Djukanovic  and  Mach 
(1975:7),  "history  and  experience  show  that  the  conventional 
health  services,  organized  along  'Western'  or  otherwise 
centralized  lines,  are  unlikely  to  meet  basic  health  needs 
of  all  people." 

Moreover,  parallel  to  the  general  postulations  of 
dependency  theories  mentioned  above,  the  development  of 
Western  medicine,  it  is  argued,  created  a similar  dependence 
and  "underdevelopment"  in  the  Third  World  through  the 
reinforcement  of  differential  access  to  health  care 
resources,  the  creation  of  lucrative  markets  for  advanced 
pharmaceutical  and  health  technologies,  and  the  migration  of 
expensively  trained  health  care  professionals  from  the 
periphery- -the  Third  World- -to  the  core  of  the  developed 
Western  nations  (Doyal  and  Pennell  1976;  Gish  1971;  Leeson 
1974;  Onoge  1975). 

As  the  onslaught  on  the  Western  medical  model  and  its 
institutional  framework  escalated,  the  intimate  relationship 
between  economic  development  and  ill-health  in  the  Third 
World  moved  to  the  foreground.  In  Africa,  for  instance,  the 
spread  of  diseases- -diarrhea,  malaria,  schistosomiasis  and 
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trypanosomiasis  in  particular- -has  been  shown  to  be  partly 
the  consequence  of  water-related  development  projects  such 
as  the  construction  of  power-generating  dams,  fish-breeding 
artificial  lakes,  water-storage  reservoirs  and  agricultural 
irrigation  systems  (Heyneman  1971;  Hughes  and  Hunter  1970; 
Scudder  1973;  Stanley  and  Aplers  1973).  Malnutrition,  to 
give  another  example,  has  been  partly  attributed  to  large 
scale  agricultural  development  projects  due  to  the 
unwarranted  emphasis  placed  on  the  production  of  cash  crops 
for  export,  the  neglect  of  traditional  diets  and  food 
production  for  local  consumption,  forced  labor  migration  and 
the  inevitable  differential  access  and  control  of  high 
quality  agricultural  land  and  equipment  (George  1975;  Hughes 
and  Hunter  1970;  Laurell  et  al . 1977;  Taussig  1978).  Rapid 
urbanization,  moreover,  invariably  accompanied  development 
activities  and  resulted  in  the  spread  of  infectious 
diseases,  malnutrition,  and  the  rise  in  morbidity  and 
mortality  rates  (Hughes  and  Hunter  1970;  United  Nations 
1971;  WHO  1967) . 

A consequence  of  the  ineptitude  of  post-war  development 
theories  and  practices  was  the  soaring  recognition  in  the 
Third  world  as  well  as  in  some  quarters  in  the  West  that 
"underdevelopment"  was  neither  caused  by  rapid  population 
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growth  and  scarce  resources,  nor  was  it  the  outcome  of  "the 
ignorance  and  apathy"  of  Third  world  populations  (Navarro 
1976,  1986;  cf . United  Nations  1971,  1969) . Nor  was 
"underdevelopment"  a corollary  of  the  lack  of  sophisticated 
technologies  and  "modern  communications  and  transport 
facilities."  Rather,  underdevelopment  was  perceived  and 
emphatically  argued  to  be  the  inevitable  outcome  of  the 
existing  contorted  global  econo-political  relations  in  which 
the  developed  West  held  the  upper  hand.  In  other  words,  the 
predicament  of  the  Third  world  was  considered  to  be 
"structural"  in  nature  and  content,  thus,  requiring 
immediate  rectification  in  the  redistribution  of  resources 
both  on  a world-wide  scale  and  within  each  and  every  country 
in  the  Third  world  through  confrontational  and  revolutionary 
transformation  (Navarro  1984) . Out  of  this  turbulence  rose 
the  so-called  "basic  needs"  approach  to  sociocultural 
development  for  the  Third  World. 

As  a vehicle  for  improving  the  individual  as  well  the 
collective  productivity  in  the  Third  world,  this  approach 
underscored  the  necessity  for  development  ventures  to  be 
geared  towards  the  provision  of  simple  basic  requirements 
such  as  adequate  nutrition,  decent  housing,  potable  water 
supplies,  safe  sanitation,  reasonable  public  transport,  and 
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essential  health  and  educational  services  (Gross  and  Harkavy 
1980;  International  Labor  Office  1976). 

Correspondingly  in  the  field  of  international  health 
development,  the  basic  needs  approach  to  health  and  health 
care  services  in  the  Third  world  called  for  "the  creation  of 
a good  standard  of  nutrition,  access  to  such  social  services 
as  education  and  health,  full  employment,  and  community 
participation  in  the  social  and  political  process"  (Gish 
1982:1049;  Djukanovic  and  Mach  1975;  Newell  1975).  In  fact, 
the  World  Bank- -the  conservative  yet  most  powerful  lending 
agency  on  earth- -analyzed  the  health  situation  in  the  Third 
world  and  recommended  that  priority  be  placed  on,  first,  the 
allocation  of  resources  for  the  establishment  of  basic 
health  services,  the  provision  of  clean  water  and 
sanitation,  and  the  furnishing  of  adequate  nutrition; 
second,  the  urgency  of  shifting  from  sophisticated  to  simple 
but  effective  health  technologies;  and,  third,  the 
desirability  of  individual  self-care  and  community  self- 
reliance  through  participation  in  the  design,  planning  and 
implementation  of  health  care  services  (World  Bank  1972) . 

Though  seemingly  a radical  alternative  to  the 
disintegrating  conventional  wisdom,  the  basic  needs  approach 
was  short-lived.  According  to  Gish  (1979:210),  this  approach 


"does  not  begin  to  consider  resource  constraints  (if  ever) 

until  after  a full  set  of  'needs'  have  been  determined,  and 

then  mostly  separately  from  them. " From  a different  vantage 

point,  Gorge  (1975)  asserts  that  this  approach  is  an  attempt 

to  technicalize  the  nature  and  causes  of  "underdevelopment" 

and  to  deradicalize  the  path  towards  authentic  sociocultural 

development  in  the  Third  World.  Writes  Navarro  (1984:469): 

The  Development  Establishment's  response  to  this 
new  situation  was  to  agree  that  some  changes 
needed  to  be  made  in  the  worldwide  distribution  of 
resources,  but  to  insist  that  change  should  be 
based  on  cooperation  rather  than  confrontation. 

This  cooperation  would  be  triggered  by  moral  calls 
to  the  worldwide  community,  appealing  to  their 
humanitarianism  and  sense  of  social  justice,  side 
by  side  with  calls  for  the  capitalist  developed 
countries  to  be  better  aware  of  their  self- 
interest.  Indeed,  it  is  assumed  . . . that  it  is 

in  the  developed  countries'  interests  that  poverty 
in  the  less  developed  countries  be  eradicated  . . 

. . Otherwise,  the  world  order  will  collapse  or 

explode.  Moreover,  less  poverty  in  LDCs  [less 
developed  countries]  will  mean  more  capacity  to 
consume  and  thus  more  markets  for  products  of  the 
developed  countries. 

At  this  juncture  the  stage  was  set  for  the  advent  of 
primary  health  care  as  a viable  approach  to  health  and 
health  care  services  in  the  Third  world.  Two  publications 
seem  to  have  popularized  the  idea  and  philosophy  of  the 
primary  health  care  approach:  Alternative  Approaches  to 
Meeting  basic  Health  Needs  in  Developing  Countries  by 
Djukanovic  and  Mach  (1975)  and,  to  a lesser  extent.  Health 
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by  the  People  by  Newell  (1975) . Common  to  both 
investigations,  the  Western  medical  model  was  considered 
maladapted  to  the  on- the-ground-realities  of  the  Third  world 
where  less  than  15%  of  the  underprivileged  population  had 
access  to  proper  health  care  services.  Moreover,  the 
phenomenal  success  of  the  "barefoot  doctor"  in  delivering 
inexpensive  basic  health  care  services  to  the  majority  of 
the  population  in  the  rural  areas  of  China  was  of  paramount 
significance  for  the  subsequent  articulation  of  primary 
health  care  [17] . As  Horn  (1971)  pointed  out,  the  Chinese 
experience  drew  attention  to  the  untapped  ability  of  people 
at  the  community  level  to  effectively  participate  and 
positively  contribute  to  development  efforts,  the 
significance  of  auxiliary  health  workers  with  deep  roots  in 
the  community  as  appropriate  substitutes  to  the  highly  and 
costly  trained  medical  professionals,  and  the  feasibility  of 
self-reliance  at  both  the  local  and  national  levels.  To  that 
I may  add  that  the  role  of  the  state- -that  is  the  political 
system- -as  the  principal  instrument  for  sociocultural 
development  was  further  validated,  enhanced  and  legitimized 
[18]  . 

Thus  far,  I have  traced  the  evolution  of  the  primary 
health  care  approach  as  a product  of  international  health 
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development  within  the  context  of  development  theories  and 
practices.  The  crux  of  the  matter  is  that  these  offspring  of 
international  health  development  were  the  brainchildren  of 
the  developed  West.  Notwithstanding  the  intentions  and 
motivations  of  the  numerous  participants  and  contributors  in 
the  Development  Establishment,  the  postulations, 
exonerations,  and  practices  of  developmentalism  served, 
first  and  foremost,  the  economic,  political  and  military 
needs  of  the  dominant  West;  legitimized  the  role  of  the 
state  as  the  initiator  and  maintainer  of  sociocultural 
development  in  the  Third  World;  and  propagated  the 
neutrality  and  necessity  of  Western  intellectual  and 
technological  knowledge  as  the  vehicle  of  "progress." 

Whether  shrouded  in  the  ideology  of  humanitarianism  or 
legitimized  with  scientific  pretensions,  developmentalism 
was,  is,  and  continues  to  serve  the  developed  nations  and 
their  Third  world  allies  at  the  expense  of  the  majority  of 
Third  world  populations.  Succinctly  put,  "international 
health  development  was  not  based  on  altruism  but  served  the 
political  and  medical  needs  of  the  donor  countries" 
(Robinstien  and  Lane  1990:369) . Piercing  through  the  thick 
development -promoting  literature  is  the  assumed  superiority 
of  Western  sociocultural  systems  and  their  actual  domination 
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of  the  Third  world.  Is  the  primary  health  care  approach 
different  from  its  predecessors?  Perhaps. 

Primary  Health  Care:  Elements,  Principles  and  Philosophy 

In  the  previous  section  I discussed  the  evolution  of 
international  health  development  up  to  the  appearance  of  the 
primary  health  care  approach  on  the  international  scene.  In 
continuing  this  history,  allow  me  to  describe  its 
development  and  subsequent  adoption  by  the  World  Health 
Organization  and  the  world  community  at  large  [19] . 

In  May  1967,  the  Twentieth  World  Health  Assembly  noted 
that  the  improvement  in  health  conditions  of  the  majority  of 
Third  world  populations  was  not  progressing  at  the  rate 
hoped  for  during  the  "Development  Decade"  of  the  1960s  and, 
furthermore,  emphasized  that  such  improvement  is  a critical 
component  for  the  economic  growth  of  its  member  nations.  It 
recommended  the  development  of  health  care  systems  as  part 
and  parcel  of  national  socioeconomic  development  plans  (WHO 
1973:33).  Three  years  later,  the  World  Health  Assembly 
reaffirmed  the  constitutional  objectives  of  the  World  Health 
Organization,  specifically,  the  attainment  of  all  people  of 
the  world  of  the  highest  achievable  level  of  health  through 
the  development  of  efficient  health  care  systems  in  all 
countries.  Furthermore,  it  asserted  that  one  of  the  most 


51 


fundamental  tasks  of  all  nations  is  the  protection  and 
improvement  of  health  through  the  implementation  of 
educational,  preventive,  curative,  and  rehabilitative 
services  with  the  active  participation  of  the  recipient 
populations  (WHO  1973:29-30). 

Taking  into  account  the  Fifth  Report  on  the  World 
Health  Situation  (WHO  1975a)  and  noting  with  alarm  the 
striking  disparities  in  health  and  health  care  systems 
between  the  developed  and  Third  world  countries,  the  Twenty- 
seventh  World  Health  Assembly  requested  the  Director  General 
of  the  World  Health  Organization  to  explore  the  prospects 
for  the  rapid  and  effective  development  of  health  care 
systems  in  each  country  (WHO  1985:64).  Considering  the 
Director  General's  report  (WHO  1975b),  the  Executive  Board 
of  the  World  Health  Assembly  concluded,  in  January  1975, 
that  a large  segment  of  the  population  of  Third  world- -up  to 
80%  in  rural  areas--had  insufficient  access  to  health  care 
services  and  recommended  that  priority  should  be  given  to 
primary  health  care  at  the  community  level  within  the 
context  of  a comprehensive  health  care  system.  Additionally, 
it  called  for  an  international  conference  on  the  subject 
(WHO  1985:64).  The  decision  made  in  the  Twenty-eighth  World 
Health  Assembly  of  1975  highlighted  the  urgent  need  for  the 
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development  of  primary  health  care  services  as  an  integral 
part  of  a comprehensive  national  health  care  system, 
reiterating  the  necessity  of  holding  an  international 
conference  under  the  auspices  of  the  World  Health 
Organization  (WHO  1985:64-65).  In  May  1976,  the  Twenty-ninth 
World  Health  Assembly  set  the  scene  for  the  historic  event 
on  primary  health  care  by  passing  the  resolution  to  hold  the 
conference  in  the  Union  of  Soviet  Socialist  Republics  (USSR) 
during  the  second  half  of  1978  under  the  sponsorship  of  the 
World  Health  Organization  and  the  United  Nations  Children's 
Fund  (WHO  1985:65-66).  The  Thirtieth  World  Health  Assembly 
of  May  1977  was  of  crucial  significance  since  the  World 
Health  Assembly  not  only  reaffirmed  the  constitutional 
objectives  of  the  World  Health  Organization,  but  further 
declared  that  "the  main  social  target  of  governments  and  WHO 
in  the  coming  decades  should  be  the  attainment  by  all  the 
citizens  of  the  world  by  the  year  2000  of  a level  of  health 
that  will  permit  them  to  lead  a socially  and  economically 
productive  life"  (WHO  1985:1).  This  resolution  called  on  all 
nations  to  cooperate  and  mobilize  resources  towards  that 
goal  and,  specifically,  to  reorient  the  activities  of  the 
World  Health  Organization  accordingly.  This  objective  was 
further  stressed  by  the  Executive  Board  in  January  1978  and 
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interpreted  to  mean  "an  acceptable  level  of  health  for  all" 
(WHO  1985:1),  which  came  to  be  known  by  the  somewhat  vague 
label  of  "Health  For  All  By  The  Year  2000." 

In  preparation  for  the  international  conference  on 
primary  health  care,  a number  of  international,  regional  and 
national  meetings  on  the  subject  took  place  throughout  the 
world  in  1977  and  1978.  The  outcome  of  these  meetings 
constituted  the  official  conference  documentation  which 
included  a joint  report  by  the  Director  General  of  the  World 
Health  Organization  and  the  Executive  Director  of  the  United 
Nations  Children's  Fund  (WHO  1978),  in  addition  to  six 
background  reports  prepared  by  the  regional  directors 
presenting  different  national  experiences  and  approaches  to 
health  care  services  [20] . Additionally,  a substantial 
number  of  papers,  films,  and  exhibits  relating  to  primary 
health  care- -including  the  health  system  in  the  USSR- -were 
available  to  the  participants. 

The  conference  was  held  from  the  sixth  to  the  twelfth 
of  September  of  1978  in  Alma-Ata  and  attended  by 
governmental  delegations  from  134  member  countries  [21]  in 
addition  to  sixty  seven  representatives  of  United  Nations 
organizations,  specialized  agencies  and  non-governmental 
organizations.  The  objectives  of  the  conference  included  the 


54 


promotion  of  the  concept  of  primary  health  care,  exchanging 
information  and  experiences  on  its  development  within  the 
framework  of  comprehensive  national  health  care  systems  and 
services;  defining  its  principles  and  formulating 
recommendations  for  its  development;  the  evaluation  of  the 
world  health  situation;  and  defining  the  role  and 
responsibilities  of  governments,  national  and  international 
organizations  in  the  development  of  primary  health  care. 

The  immediate  outcome  of  the  conference  was  the  much 
publicized  ten  articles  constituting  the  Declaration  of 
Alma-Ata  (WHO  1978) . The  Alma-Ata  Declaration  asserted  that 
health  is  "a  fundamental  human  right  and  that  the  attainment 
of  the  highest  possible  level  of  health  is  a most  important 
world-wide  social  goal,"  stressing  the  unacceptability  of 
the  existing  flagrant  inequality  in  the  health  status  of  the 
people  both  internationally  and  within  countries  (WHO 
1978:2)  . Emphasis  was  laid  not  only  on  the  interdependence 
between  health  and  socioeconomic  development,  but  also  on 
the  responsibility  of  governments  for  the  health  of  their 
citizens  and  on  the  importance  of  public  participation  in 
the  planning,  implementation,  operation  and  evaluation  of 
health  care  systems.  International  cooperation  in  the  field 
of  health  was  further  stressed  and  governments  were  urged  to 
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formulate  national  policies,  strategies  and  plans  to  launch 
and  advance  this  approach.  It,  moreover,  provided  a 
definition  of  primary  health  care,  spelled  out  its  basic 
components  and  principles,  and  declared  it  to  be  the  key  to 
achieve  a level  of  health  that  would  permit  all  people  to 
participate  satisfactorily  in  economic,  political  and  social 
life.  The  Declaration  ended  with  a call  to  all  nations  to 
mobilize  resources  for  health  rather  than  the  further 
proliferation  of  armaments  (WHO  1978:2-6). 

The  Thirty-second  World  Health  Assembly  of  May  1979 
fully  endorsed  the  Alma-Ata  Declaration  and  considered 
primary  health  care  to  be  "the  key  to  attaining  an 
acceptable  level  of  health  for  all"  (WHO  1985:2).  The 
Thirty-forth  World  Health  Assembly  of  May  1981  adopted  the 
Global  Strategy  (WHO  1981b)  and  requested  its  member  states 
to  proceed  in  implementing  primary  health  care  accordingly 
(WHO  1985:5).  Hence,  the  stage  was  set  for  the 
implementation  of  the  primary  health  care  approach  to  health 
and  health  care  services  in  the  Third  World. 

Primary  health  care  is  conceptually  and  operationally 
distinct  from  the  much  narrower  concept  of  primary  medical 
care  which  is  often  erroneously  considered  as  a synonym. 
Primary  medical  care  refers  to  the  services  provided. 
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directly  or  indirectly,  by  physicians  or  groups  of 

specialists  to  the  patient  for  clinical  conditions.  Its 

scope,  moreover,  does  not  extend  beyond  the  treatment  of 

diseases  where  individuals  and  communities  are  not  regarded 

as  health  resources,  but  rather  receivers  of  health  care 

services,  victims  and  even  sources  of  pathology  (al-Mazrou 

1990;  Bryant  1988) . By  contrast,  primary  health  care  is: 

essential  health  care  based  on  practical, 
scientifically  sound  and  socially  acceptable 
methods  and  technology  made  universally  accessible 
to  individuals  and  families  in  the  community 
through  their  full  participation  and  at  a cost 
that  the  community  and  the  country  can  afford  to 
maintain  at  every  stage  of  their  development  in 
the  spirit  of  self-reliance  and  self- 
determination.  It  forms  an  integral  part  both  of 
the  country's  health  system,  of  which  it  is  the 
central  function  and  main  focus,  and  of  the 
overall  social  and  economic  development  of  the 
community.  It  is  the  first  level  of  contact  of 
individuals,  the  family  and  community  with  the 
national  health  system  bringing  health  care  as 
close  as  possible  to  where  people  live  and  work, 
and  constitutes  the  first  element  of  a continuing 
health  care  process  (WHO  1978:3-4). 

According  to  the  Alma-Ata  Declaration  (WHO  1978) , primary 

health  care  must  include  at  least  the  following  eight 

elements : 

1)  Education  pertaining  to  both  the  main  health 
problems  in  the  community  and  the  methods  to  prevent 
and  control  them; 

2)  Promotion  of  proper  nutrition  and  adequate  food 
supply; 
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3)  Provision  of  comprehensive  maternal  and  child  health 
care  including  family  planning; 

4)  Immunization  against  the  major  infectious  diseases; 

5)  Prevention  and  control  of  locally  endemic  diseases; 

6)  Provision  of  adequate  supply  of  safe  water  and  basic 
sanitation; 

7)  Appropriate  treatment  of  common  diseases  and 
injuries;  and 

8)  Provision  of  essential  drugs. 

As  a comprehensive  health  care  package,  the  first  three 
elements  are  promotive,  the  middle  three  are  preventive  and 
the  last  two,  in  addition  to  rehabilitative  services,  form 
the  classical  curative  services. 

As  I indicated  in  the  previous  chapter,  underlying  the 
primary  health  care  approach  are  the  three  interrelated 
principles  of  equity,  community  participation  and 
involvement,  and  multi-sectoral  coordination  and  cooperation 
in  a continuing  process  of  health  development.  Taken 
together,  these  principles  mirror  the  dissatisfaction  with 
the  conservative  and  reformist  post-war  development  theories 
and  practices.  The  primary  health  care  approach  appears, 
first,  to  reject  the  universality  of  the  Western  medical 
model  and  its  relevancy  for  the  Third  world;  and,  secondly, 
to  espouse  a wider  vision  of  sociocultural  development  in 
contrast  to  the  constricted  formulations  of  the  then 
dwindling  conventional  wisdom.  Allow  me  to  elaborate. 
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The  disapproval  of  the  Western  medical  model  and  its 
institutional  framework  can  be  readily  seen  in  the  attempt 
to  move  away  from  the  basic  tenants  of  the  biomedical  model 
through  1)  the  resurrection  of  the  long-forgotten  definition 
of  health  and  its  function  in  the  development  process,  2) 
the  emphasis  on  "appropriate"  health  technologies  and 
methods,  and  3)  the  revitalization  of  the  role  of  auxiliary 
health  workers  and  the  inclusion  of  indigenous  beliefs  and 
practices  in  the  proposed  health  care  system. 

First,  health- -as  the  constitution  of  the  World  Health 
Organization  of  1948  defined  it--is  "a  state  of  complete 
physical,  mental  and  social  wellbeing,  and  not  merely  the 
absence  of  disease  or  infirmity"  (WHO  1978:2).  Disease  is 
neither  considered  the  focus  of  the  medical  practice  nor 
separated  from  the  social  individual  which  defines  the 
affected  person  as  an  integral  part  of  family  and  community. 
To  the  contrary,  emphasis  is  placed  on  the  individual, 
community  and  the  sociocultural  context  in  which  illness 
occurs . 

Secondly,  eminence  is  given  to  the  use  of  "practical, 
scientifically  sound  and  socially  acceptable  methods  and 
technology"  in  the  provision  of  health  care  services  (WHO 
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1978:3).  Unlike  the  technologically-sophisticated  Western 
model  of  medicine,  primary  health  care  calls  for  the 
transfer  and  application  of  simple,  appropriate,  and 
affordable  health  technologies  that  culturally  and 
economically  fit  the  overall  sociocultural  system.  That  is 
to  say  that : 

besides  being  scientifically  sound  the  technology 
is  also  acceptable  to  those  who  apply  it  and  those 
for  whom  it  is  used.  This  implies  that  technology 
should  be  in  keeping  with  local  culture  . . . must 

be  capable  of  being  adapted  and  further  developed 
. . . should  preferably  be  easily  understood  and 

applied  . . . [and  its]  simplicity  is  always 

desirable  (WHO  1978:59-60). 

Thirdly,  the  preeminence  of  highly  and  exorbitantly 

trained  medical  professionals  is  eroded  through  the 

assertion  that  the  primary  health  care  approach  depends  on 

the  cooperation  between,  and  equal  contribution  of,  a 

"health  team."  Primary  health  care,  states  the  Alma-Ata 

Declaration  (WHO  1978:5), 

relies  ...  on  health  workers,  including 
physicians,  nurses,  midwives,  auxiliary  and 
community  workers  ...  as  well  as  traditional 
practitioners  ...  to  work  as  a health  team. 

Additionally,  the  importance  of  traditional  medicine  and  its 

practitioners  is  recognized.  Capitalizing  on  their  "high 

social  standing  . . . [and]  considerable  influence  on  local 

health  practices,"  traditional  healers  are  considered 
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"important  allies  in  organizing  efforts  to  improve  the 
health  of  the  community"  (WHO  1978:63). 

Finally,  and  in  relation  to  the  urban-leaning  and 

minority- serving  character  of  the  Western  model  of  medicine, 

the  Alma-Ata  Declaration  emphasizes  the  need  for  the 

®‘3^itable  distribution  of  health  care  services  by  "bringing 

health  care  as  close  as  possible  to  where  people  live  and 

work, " particularly  to  those  in  rural  areas  and  at  the 

social  periphery  in  the  Third  world  (WHO  1978:4).  Since 

four-fifths  of  the  world^s  population"  does  not  have 

"access  to  any  permanent  form  of  health  care,"  since 

"resources  are  allocated  mainly  to  sophisticated  medical 

institutions  in  urban  areas, " and  since  "the  concentration 

of  complex  and  costly  technology  on  limited  segments  of  the 

population  does  not  even  have  the  advantage  of  improving 

health, " then,  the  Alma-Ata  Declaration  and  its  accompanying 

reports  (WHO  1978:37-38)  conclude  that: 

most  conventional  health  care  systems  are  becoming 
increasingly  complex  and  costly  and  have  doubtful 
social  relevance.  They  have  been  distorted  by  the 
dictates  of  medical  technology  and  by  the 
misguided  efforts  of  a medical  industry  providing 
medical  consumer  goods  to  society.  . . . Obviously 

it  is  out  of  the  question  for  the  developing 
countries  to  continue  importing  them.  Other 
approaches  have  to  be  sought . 
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Primary  health  care,  of  course,  is  the  proclaimed  viable 
approach  to  health  and  health  care  services  in  the  Third 
world . 

More  forthright,  however,  is  the  cognizance  and 
conceptualization  of  sociocultural  development  and  the  role 
of  health  and  the  health  care  system  in  the  development 
process . 

Unlike  the  "economic  growth"  model  described  earlier, 

the  Alma-Ata  Declaration  espouses  a wider  vision  of 

development  in  which  the  sociocultural  system  is  considered 

an  integral  entity  requiring  the  simultaneous  development  of 

all  its  components.  Sociocultural  development,  first  and 

foremost,  "implies  progressive  improvement  in  the  living 

conditions  and  quality  of  life  enjoyed  by  society  and  shared 

by  its  members"  (WHO  1978:44).  The  separation  of  "economic 

and  social  development  is  no  longer  tenable"  and: 

The  purpose  of  development  is  to  permit  people  to 
lead  economically  productive  and  socially 
satisfying  lives  ....  Only  when  they  have  an 
acceptable  level  of  health  can  individuals, 
families  and  communities  enjoy  the  other  benefits 
of  life.  Health  development  is  therefore  essential 
for  social  and  economic  development,  and  the  means 
for  attaining  them  are  intimately  linked. 

The  primary  health  care  network,  furthermore,  is  not  only 

considered  the  "central  function  and  main  focus"  of  the 

national  health  care  system,  but  also  "forms  an  integral 
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part  ...  of  the  overall  social  and  economic  development  of 

the  community"  (WHO  1978:3).  Primary  health  care: 

. . .is  the  hub  of  the  health  system.  Around  it 

are  arranged  the  other  levels  of  the  system  whose 
actions  converge  on  primary  health  care  in  order 
to  support  it  and  to  permit  it  to  provide 
essential  health  care  on  a continuing  basis  . . . 

primary  health  care  activities  in  the  community 
are  supported  by  successive  levels  of  referral 
facilities.  These  engage  more  highly  trained  staff 
. . . [and]  more  sophisticated  technology  than  can 

be  provided  at  the  community  level  .... 

[A] ctivities  of  the  health  sector  must  be 
coordinated  at  national,  intermediate,  and 
community  or  local  levels  with  those  of  other 
social  and  economic  sectors,  including  education, 
agriculture,  animal  husbandry,  household  water, 
housing,  public  works,  communications,  and 
industry  (WHO  1978:53,64,17). 

Additionally,  health  and  the  health  care  system  are  no 

longer  considered  the  'bottomless  pit'  of  consumption. 

Rather,  the  "promotion  and  protection  of  the  health  of  the 

people  is  essential  to  sustained  economic  and  social 

development"  (WHO  1978:2). 

The  philosophy  of  the  primary  health  care  approach  can 
be  summed  up  as  follows:  Health  and  the  equitable 
distribution  and  access  to  health  care  services  are 
inalienable  human  rights,  and  health  care  services  are  for, 
by,  and  with  the  people  "on  their  terms,  at  their  level  of 
understanding,  in  their  language,  and  with  their  interest 
always  the  important  stake  in  the  deal"  (Heggenhougen 


63 


1984:218) . This  is  the  shining  side  of  the  primary  health 
care  approach  to  health  and  health  care  services  in  the 
Third  world.  The  other  side,  however,  is  the  subject  of  the 
following  section. 

The  Comprehensive-Selective  Debate  Revisited 
No  later  than  one  year  after  its  formal  articulation 
and  subsequent  recognition  by  the  world  community  in  1978, 
and  even  prior  to  the  establishment  of  a track  record  of  its 
failure  or  success,  the  primary  health  care  approach  became 
the  subject  of  an  intense  controversy  within  the 
international  health  development  circles.  In  a symposium 
under  the  auspices  of  the  Ford  and  Rockefeller  Foundations 
in  1979,  Walsh  and  Warren  (1979)  postulated  an  alternative 
to  the  primary  health  care  approach- -the  selective  primary 
health  care  strategy  for  the  Third  world.  At  the  core  of  the 
debate  were  the  issues  of  "scarce  resources"  and  "political 
will  and  commitment"  in  relation  to  whether  the 
implementation  of  long-term  "integral"  public  health 
infrastructures  and  services  or  the  establishment  of  short- 
term "vertical"  programs  as  a necessary  step  towards  the 
progressive  implementation  of  comprehensive  primary  health 
care  in  the  Third  world.  Metaphorically  speaking,  the  wheel 
of  international  health  development  has  made  a full  turn  in 
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the  time  span  of  three  decades:  From  vertical  mass  campaigns 
during  the  1950s  and  1960s,  to  horizontal  and  integrative 
health  care  systems  during  the  1970s,  and  back  to  vertical 
programs  in  the  selective  primary  health  care  variety  during 
the  1980s  and  beyond.  As  I argued  in  the  previous  chapter, 
the  debate  was  misconstrued:  While  quarreling  about  details, 
the  underlying  premises  of  developmentalism  went  unnoticed. 
Since  advocates,  opponents  and  "middle  way"  subscribers, 
wittingly  or  unwittingly,  accepted  the  general  presumptions 
underlying  development  theories  and  practices,  the  Alma-Ata 
Declaration  and  its  chaperon  reports  (WHO  1978)  were 
infested  with  contradictions.  Most  significant  and  relevant 
to  this  study  is  the  role  assigned  for  the  state  vis-a-vis 
the  community  in  the  development  process. 

The  role  of  the  state  as  the  chief  agent  of 

sociocultural  development  is  wholly  condoned.  According  to 

the  Alma-Ata  Declaration  (1978:3,4,23): 

Governments  have  a responsibility  for  the  health 
of  their  people  . . . should  formulate  national 

policies,  strategies  and  plans  of  action  to  launch 
and  sustain  primary  health  care  . . . incorporate 

and  strengthen  primary  health  care  within  their 
national  development.  . . . 

Simultaneously,  community  participation  and  involvement  is 
equally  recognized:".  . . people  have  the  right  and  duty  to 

participate  in  the  process  for  the  improvement  and 
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maintenance  of  their  health, " asserts  the  Alma-Ata 
Declaration  (WHO  1978:23).  How?  . . through  the 

[governments']  delegation  of  appropriate  responsibility  and 
authority  to  intermediate  and  community  levels"  (WHO 
1978:24).  Why?  Because,  reasonably  enough,  the  "healthier 
the  people  are,  the  more  likely  they  are  to  be  able  to 
contribute  to  social  and  economic  development"  (WHO 
1978:39) . Are  there  any  problems  with  these  postulations? 

Two  issues  come  to  mind. 

The  first  of  these  problems  relates  the  definition  of  a 

"community."  Throughout  the  Alma-Ata  Declaration  (1978),  a 

community  seems  to  denote  a homogeneous  mosaic  of 

individuals  and  families  sharing  common  goals  and  ambitions: 

A 'community'  is  defined  as  a group  of  people 
residing  in  a specified  geographic  area  who  have 
common  values,  cultural  patterns,  and  social 
problems,  together  with  an  awareness  of  belonging 
to  the  group  that  causes  them  to  interact  more 
intensely  with  one  another  (Agudelo  1983:3  76)  . 

Nowhere  in  this  articulation  do  power  relations  and  their 

underlying  differential  access  and  control  of  resources 

receive  adequate  attention.  Notwithstanding  the  dichotomy  of 

the  "haves"  and  the  "have-nots, " and  in  spite  of  the 

rhetorical  acknowledgement  of  the  "gross"  inequality  and 

disparity  between  and  within  countries.  The  Alma-Ata 

Declaration  (1978)  embraces  the  existing  power  structures 
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and,  predictably  enough,  proposes  to  work  within  them 
through  cooperation  and  collaboration.  Notice,  for  example, 
the  appeal  to  the  potential  opposition  from  the  medical 
industry : 

Any  loses  from  reduced  sales  of  limited  amounts  of 
expensive  equipment  could  well  be  more  than 
counterbalanced  by  the  sale  to  large  untapped 
markets  of  greater  amounts  of  less  expensive 
equipments  and  supplies  for  primary  health  care 
(WHO  1978:42) . 

Witness,  moreover,  the  specific  reference  to  women  in  the 
Third  world: 

. . .the  majority  of  women  in  rural  areas  are 
engaged  simultaneously  in  agriculture,  household 
management  and  the  care  of  infants  and  children. 

They  need  appropriate  technology  to  lighten  their 
workload  and  increase  their  work  productivity. 

They  also  require  knowledge  about  nutrition  which 
they  can  apply  with  the  resources  available  (WHO 
1978:46} . 

As  Navarro  (1984:471)  pointed  out,  this  implies  that  women 
and  the  underprivileged  majority  of  Third  world  populations 
need  not  bother  with  "a  redefinition  of  the  power  of  women 
and  men  within  the  context  of  a profound  redefinition  of  all 
power  (including  class  power)  relations  in  the  society." 
Instead  of  confronting  the  structures  that  have  embodied  and 
perpetuated  the  increasing  economic,  social  and  political 
disparities  in  the  Third  world,  the  Alma-Ata  Declaration 
(1978)  opted  for  conciliation,  cooperation  and  collaboration 
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through  the  recognition  of  the  mutual  interests  of  the  so- 
called  "haves"  and  "have-nots." 

The  second  of  these  problems  relates  to  the  espoused 
meaning  of  "community  participation."  As  Cohen  and  Uphoff 
(1977,  1979,  1980)  pointed  out,  there  are  four  different 
varieties  of  participation  in  the  development  process:  1) 
Participation  in  benefits  where  members  of  the  community 
reap,  albeit  differentially,  the  fruits  of  development;  2) 
participation  in  implementation  where  members  of  the 
community  contribute — financially  or  otherwise — to 
development  activities;  3)  participation  in  evaluation  where 
members  of  the  community  assess  the  outcome  of  development 
projects;  and  4)  participation  in  decision-making  where 
members  of  the  community  control  the  development  process 
Most  common  were  participation  in  benefits  and  involvement. 
Most  significant  and  least  practiced  were  participation  in 
decision-making  and  evaluation.  Along  similar  lines,  Oakley 
(1989:11  emphasis  in  original)  identifies  three  stages  of 
community  participation: 

• marcfinal  participation  . . . in  which 

participation  by  the  people  is  limited  and 
transitory  and  has  little  direct  influence  on  the 
outcome  of  the  development  activity  . . . where 

plans  and  objectives  are  determined  beforehand 
• substantive  ^ participation  . . . [where]  people 
are  actively  involved  in  determining  priorities 
and  carrying  out  activities,  even  if  the  mechanism 
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for  these  activities  is  externally  controlled... 

[and]  structural  participation  . . . [where] 
people  play  an  active  and  direct  part  in  the 
development  process  and  have  the  power  to  insure 
that  their  opinions  are  heeded. 

What  sort  of  participation  does  primary  health  care  command? 

Community  participation, " states  the  Alma-Ata  Declaration 
(1978:50)  : 

is  the  process  by  which  individuals  and  families 
assume  responsibility  for  their  own  health  and 
welfare  . . . [through]  deciding  on  policies  and 

in  planning,  implementing  and  controlling 
development  programmes. 

As  indicated  earlier,  the  primary  health  care  approach  to 
health  and  health  care  services  was  primarily  based  on  the 
outcome  of  many  effective  health  care  projects  in  the  Third 
world.  Aside  from  China,  these  projects  were  initiated  and 
'^^i^tained  through  collaboration  between  local  communities 
and  non-government  organizations,  serving  small  rural 
populations  (Djukanovic  and  Mach  1975;  Newell  1975) . 
Similarly,  the  post  Alma-Ata  Declaration  period  reveals  that 
the  reported  relative  success  of  "community  participation" 
in  the  context  of  primary  health  care  is  generally  confined 
to  small-scale  and  locally-initiated  projects  where  the 
state  plays  a marginal  role  (Kaseje  and  Sempebwa  1989; 
Matomora  1989a,  1989b;  Mburu  1989;  Mburu  and  Boerma  1989; 
Zwart  and  Voorhoeve  1990) . By  contrast,  community 
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participation  in  the  framework  of  the  national 

implementation  of  the  primary  health  care  approach  appears 

to  have  failed  dismally.  In  rural  Indonesia  for  example, 

community  participation  is  "hampered  by  traditional  power 

structures,  rigid  bureaucratic  restrictions  and  a strong 

emphasis  by  the  authorities  on  maintaining  the  political 

status  quo"  (Haliman  and  Williams  1983:1449).  In  Nepal, 

"community  participation,"  contends  Stone  (1986:299),  "is 

rarely  allowed  in  practice:" 

The  problem  arises  in  the  very  beginning  of  the 
participatory  process  when  a community  is  to 
define  its  own  needs.  Yet  before  this  definition 
ever  takes  place,  the  scope  and  content  of  the 
program  will  have  already  been  established. 

Budgets  will  have  been  set,  jobs  created  and  plans 
for  what  the  program  will  and  will  not  do  will 
have  been  determined. 

In  Mexico,  Werner  (1977)  points  out  that  the  failure  of 
primary  health  care  is,  partly  to  say  the  least,  a 
consequence  of  the  cosmetic  nature  of  community 

the  context  of  an  authoritarian  framework. 
In  Yemen,  Morris  (1991)  eloquently  showed,  among  other 
things,  how  the  interplay  between  the  interests  of  local  and 
national  elites  on  the  one  hand,  and  development  agencies  on 
the  other,  relegates  community  participation  and  involvement 
to  the  periphery  in  the  implementation  of  primary  health 
care  on  a national  scale.  Similarly,  in  Costa  Rica,  argues 
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Morgan  (1990) , the  "demise"  of  community  participation  and 
involvement  in  primary  health  care  is  a result  of  the 
existing  structures  of  power  relations  where  the 
international  health  and  development  agencies  play  a major 
role.  As  Davis  (1988)  illustrated,  genuine  community 
involvement  poses  a threat  to  the  existing  structures  of 
power  relations:  In  Guatemala,  community  participation 
resulted  in  the  increased  politicization  of  the  population 
that  led  to  the  torture,  killing,  and  destruction  of  primary 
health  care  providers  and  recipient  communities  due  to  the 
fact  that  such  participation  resulted  in  the  demand  for 
"socio-economic  and  political  restructuring"  that  the  elite 
minority  found  utterly  unacceptable  (Heggenhougen  1984) 

As  radical  as  the  Alma-Ata  Declaration  (1978)  may  seem, 
it  is  quite  explicit  regarding  who  has  the  upper  hand  in  the 
development  process:  The  state,  first  and  foremost, 
delegates  "appropriate  responsibility  and  authority"  to  the 
community.  What  is  not  as  clear,  however,  are  the  reasons 
why  the  minority  "wielders  of  power"  should  share  their 
bounty  with  the  majority  of  the  deprived  population  of  the 
Third  world.  Perhaps  it  is  a matter  of  pragmatism  given  the 
contemporary  global  framework  of  power  relations.  Perhaps  it 
is  a matter  of  humanitarianism  to  advocate  cooperation  and 
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collaboration  in  the  transformational  process.  Or  perhaps  it 
is  the  very  structures  and  their  determinant  material  forces 
that  dictate  how  such  articulations  are  formulated, 
presented  and  implemented.  Notwithstanding  the  contention 
that  the  World  Health  Organization  is  the  least  "political" 
agency  of  the  United  Nations  where  its  policies  and 
activities  are  determined  by  the  World  Health  Assembly  which 
is  composed  of  equally  empowered  member  states  (Ried  1986) 
the  fact  remains  that  those  "delegations"  are  the 
representatives  of  the  ruling  elite,  not  of  the  majority  of 
the  population  of  their  respective  countries  [19]  (Navarro 
1984)  . 

Another  contradiction  cutting  across  the  Alma-Ata 

Declaration  (1978)  can  be  readily  seen  in  the  endorsement  of 

both  universalism  and  extreme  relativism.  Primary  health 

care,  states  the  Alma-Ata  Declaration  (1978:37),  is: 

. . . equally  valid  for  all  countries,  from  the 

most  to  the  least  developed  . . . [but]  the  form 

it  takes  will  vary  according  to  political, 
economic,  social  and  cultural  patterns. 

The  loquacious  rhetoric  notwithstanding,  one  may  ask,  what 
differentiates  primary  health  care  from  other  health  care 
systems?  The  answer  appears  to  be  quite  obvious:  The 
principles  of  equity,  community  participation,  and  multi- 
sectoral coordination  demarcate  the  primary  health  care 
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approach  (Macdonald  1993) . But,  we  are  repeatedly  reminded 
that  the  interpretation,  implementation,  and  evaluation  of 
these  "pillars"  not  only  vary  from  one  sociocultural  system 
to  another,  but  also  are  the  responsibility  of  the  state  and 
its  health  care  apparatus . The  circularity  of  this  argument 
needs  no  further  elaboration. 

In  my  view,  the  primary  health  care  approach  to  health 
and  health  care  services  for  the  Third  world  is  a product  of 
Western  intellectualism  within  the  confines  of 
developmentalism  [21] . While  advocating  "self-reliance  and 
self-determination"  through  community  participation  and 
involvement,  the  state,  nonetheless,  is  not  only 
depoliticized,  but  also  empowered  in  the  sense  that  it 
initiates  and  maintains  sociocultural  development  within  the 
®^i®ting  structures  of  power  relations . While  acknowledging 
the  importance  of  indigenous  beliefs  and  practices, 
traditional  medicine  is  only  relevant  within  the 
scientifically  sound  parameters  of  biomedicine  and  its 
technologies- -a  clear  contradiction  to  say  the  least.  While 
differential  access  and  control  of  resources  is  implicitly 
identified  as  the  bedrock  of  misery  for  the  majority  of 
Third  world  populations,  moral  calls  for  social  justice  in 
the  framework  of  cooperation,  collaboration  and  "mutual 


73 


interests"  are  emphatically  voiced.  In  short,  the  primary 
health  care  approach  to  health  and  health  care  services 
rests  on  the  three  basic  assumptions  of  the  Development 
Establishment:  The  primacy  of  the  state  and  its  elite  in 
sociocultural  development,  the  necessity  and  neutrality  of 
transferring  technical  and  intellectual  knowledge,  and  the 
superiority  of  Western  culture  as  manifest  in  the  notions  of 
what  constitute  humanity  and  its  undeniable  rights.  Simply 
put,  the  primary  health  care  approach  to  health  and  health 
care  services  in  the  Third  world  is  developmentalism  thinly 
disguised  in  a fashionable  costume  woven  out  of  old  cloth. 

Conclusion 

Throughout  this  study,  it  is  my  contention  that  primary 
health  care  is  a product  of  international  health  development 
which,  in  turn,  vacillates  within  the  overarching  premises 
and  goals  of  development  theories  and  practices  which,  in 
turn,  are  determined  by  the  economic  and  political  global 
realities.  Born  during,  and  nurtured  by,  the  early  European 
colonial  expansion;  redefined  and  succinctly  articulated 
during  the  post-war  and  its  immediate  post-colonial  period; 
and  further  theorized  during  the  global  tumults  of  the  late 
1960s  and  early  1970s ; the  primary  health  care  approach 
represents  the  latest  creation  in  the  long  chain  of  Western 
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justifications  for  the  domination  of  the  Third  world, 
serving  the  former  at  the  expense  of  the  latter.  In  this 
light,  the  primary  health  care  approach  to  health  and  health 
care  services  represents  a superstructural  initiative  in  the 
sense  that  its  articulation  and  proposed  implementation, 
operation  and  evaluation  are  not  only  divorced  from  the 
material  realities  of  the  Third  world,  but  also  are  imposed 
from  above. 

Are  there  alternatives?  Three  possibilities  come  to 

mind . 

The  first  alternative  calls  for  the  destruction  of  the 

existing  biased  structures  of  power,  the  transformation  of 

the  infrastructural  foundations  that  foster  and  promote 

differential  access  and  control  of  resources,  and  the 

creation  of  a more  egalitarian  (read  socialist) 

sociocultural  systems  where  the  majority  reigns  supreme.  In 

the  words  of  Frank  (1972:19): 

. . . this  historical  process  of  underdevelopment 
cannot  be  reversed  . . . until  they  [the  majority 
of  the  underprivileged  population  of  the  Third 
world]  destroy  the  capitalist  class  structure 
through  revolution  (quoted  in  Berberoglu  1992) 

The  second  alternative  can  be  considered  the  pragmatic 
response  of  the  Development  Establishment:  "There  is  little 
point  in  postponing  efforts  until  ideal  socio-political 
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conditions  are  handed  down  from  above  (Haliman  and  Williams 
1983:1455).  Echoed  by  Macdonald  (1993:57),  concern  "with  a 
more  just  health  care  system  cannot  postpone  all  action 
aimed  at  reforming  the  services  while  waiting  for  the 
radical  social  transformation  which  would  bring  a better 
world."  The  path,  therefore,  is  clear:  Let  us  worJc  within 
the  existing  on- the-ground-realities  and  hope  that  the 
"Trojan  horse"  of  primary  health  care  comes  to  life. 

The  third  alternative  calls  for  the  complete 
termination  of  Western  interference  in  Third  world  affairs, 
whether  in  the  name  of  humanism  or  under  the  banner  of 
pragmatism.  Directing  her  words  to  the  Development 
Establishment,  writes  George  (1975:237  emphasis  in 
original) : 

Let  them  alone.  Stop  it.  Stay  out  of  other 
peoples'  affairs.  Stop  sending  out  your  experts 
whose  training  suits  them  only  for  proposing 
Western-oriented  'solutions.'  Stop  forcing  your 
untapped  and  usually  unadaptable  technology  on 
radically  different  societies.  Stop  shaping  their 
environments  to  suit  your  needs.  Stop  educating 
people  to  think  that  yours  is  the  only  road  to 
'progress.'  Stop  sending  the  kind  of  aid  which 
will  aid  you,  in  the  form  of  myriad  commercial 
advantages,  a hundred  times  more  than  it  will  ever 
help  the  poor.  Stop  running  the  multilateral 
agencies  and  the  UN.  Stop  giving  aid  and  comfort, 
political  and  material  support  to  repressive  local 
elites  that  have  no  intention  of  changing  the  lot 
of  their  people,  and  give  the  people  a chance.  Put 
a leash  on  your  corporations,  your  foundations. 
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your  universities,  your  bureaucrats  and  your 
banks.  So  much  for  utopia. 

Whichever  course  one  may  opt  for,  the  harsh  reality 

demonstrates  that : 

Cultural  systems  based  on  inequality  cannot  be 
expected  to  allocate  resources  equitably.  Health 
care  is  just  another  resource,  though  one  whose 
distribution  is  shrouded  in  mystifying  ideology. 
Unless  a sociocultural  system  deals  with  the 
larger  structural  inequality  of  distribution  and 
its  infrastructural  determinants,  then  pimples 
like  health  care  will  not  amount  to  a hill  of 
beans  (Price  1994,  personal  communication). 

Notes 


1.  In  this  text,  references  made  to  the  Alma-Ata 
Declaration  of  1978  includes  the  ten  articles  of  the 
Declaration,  the  report  of  the  primary  health  care 
conference  and  the  joint  report  of  the  Director-General  of 
the  World  Health  Organization  and  the  Executive  Director  of 
the  United  Nations  Children's  Fund. 

2.  Along  similar  lines,  Basch  (1990:1)  defines  it  as  "a 

systematic  comparison  of  the  factors  that  affect  the  health 
of  human  populations,  and  of  the  steps  that  can  be  taken  for 
its  improvement."  Moreover,  Velji  (1991:417)  views 
international  health  development  as  the  "study  and 
application  of  what  makes  a human  being  . . . enjoy  his  or 

her  inalienable  right  in  achieving  health  as  a state  of 
physical,  social,  mental  and  spiritual  well-being." 

Wittingly  or  unwittingly,  such  conceptualizations,  neutral 
as  they  may  seem,  effectively  mask  the  historically  evident 
unequal  power  relationships  between  and  within  the  so-called 
developed  and  developing  countries. 

3 . Although  the  British  colonization  of  East  Africa  dates 
back  to  1890,  the  health  of  the  indigenous  population  was 
not  considered  a British  responsibility  until  after  World 
War  I.  Similarly,  the  Indian  Medical  Service  which  started 
in  1714  did  not  serve  the  natives  until  the  twentieth 
century.  To  a large  extent,  this  is  also  true  of  all 
colonial  powers . 
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4.  According  to  Goodman  (1971:34-36  emphasis  added),  "not 
only  were  these  measures  of  quarantine  generally  useless, 
but  they  were  exasperating,  obstructive,  oppressive  and 
often  cruel  to  the  point  of  barbarity  ....  But  above  all 
were  the  losses  to  maritime  trade  caused  by  empirical, 
irresponsible  quarantine  imposed  by  no  uniform  system  and 
which  might  differ  at  each  port  of  call." 

5.  In  addition  to  the  fourteen  International  Sanitary 
Conferences  that  took  place  between  1851  and  1938,  the 
second  half  of  the  nineteenth  century  witnessed  numerous 
international  meetings  on  specialized  health  related 
subjects  such  as  demography  and  hygiene  in  1852,  pharmacy  in 
1865,  tuberculosis  in  1888,  dermatology  in  1889,  gynecology 
and  obstetrics  in  1892,  leprosy  in  1897  and  dentistry  in 
1900  (Roemer  1993) . 

6.  It  took  eleven  International  Sanitary  Conferences 
(1851-1903)  and  more  than  fifty  years  of  discussion  to 
produce  piecemeal  agreements  of  limited  scope  and  without 
provisions  for  their  enforcement  and  administration. 

However,  a landmark  of  these  conferences  can  be  said  to  be 
the  establishment,  in  1907,  of  the  International  Public 
Health  Office  which  was  located  in  Paris  and  concerned  with 
quarantine  regulations  and  the  collection  and  dissemination 
of  information  first  on  cholera,  plague  and  yellow  fever; 
then  broadened  to  include  malaria,  tuberculosis,  typhoid 
fever,  meningitis,  and  sleeping  sickness.  Additionally,  it 
provided  an  international  forum  for  the  discussion  of  public 
health  issues  such  as  food  and  environmental  sanitation  and 
hospital,  school  and  factory  management.  For  a detailed 
description  of  these  conferences  and  their  achievements, 
consult  Goodman  (1971)  and  Howard-Jones  (1975) . 

7.  Even  though  medical  services  provided  by  religious 
missionaries  were  operationally  separate  from  that  of  the 
colonial  governments',  they  nonetheless  enjoyed  state 
patronage  and  were  viewed  as  a valuable  complement  to  the 
official  services  (Banerji  1975;  Doyal  1981;  Ityavyar  1987; 
Quesada  1986) . 

8.  The  success  of  the  campaign  to  eradicate  smallpox  has 
been  attributed  to  the  nature  of  the  disease  where  the 
efficacy  of  the  medical  technique- -a  single  inoculation- -is 
independent  of  sociocultural  factors  (Doyal  1981;  Foster 
1978)  . 
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9.  In  India  for  instance,  the  antimalarial  campaign  was 
successful  in  reducing  the  incidence  of  malaria  from  75 
million  cases  in  1952  to  only  60,000  cases  in  1962.  However, 
by  1976  the  number  of  malaria  cases  reached  6 million. 
Similarly  in  Pakistan,  the  number  of  incidents  were  at  the 
low  level  of  9,500  in  1968  and  rose  to  10  million  cases  by 
1974  (Cleaver  1977:82,101). 

10 . For  critical  examination  of  mainstream  development 
theories  consult  Bloomstron  and  Hettne  (1984) , Berberoglu 
(1993)  , Dube  (1988)  , Hettne  (1982)  , and  Wilber  (1973)  . 

11.  Constituting  the  "core  of  the  social  system,"  Parsons' 
(1951:67)  pattern  alternatives  of  value  orientations  are: 

"Af festivity  vs.  Affective  Neutrality  . . . Self -orientation 

vs.  Collectivity-orientation  . . . Universalism  vs. 
Particularism  . . . Achievement  vs.  Ascription  . . . [and] 

Specif ity  vs.  Diffuseness." 

12.  According  to  the  World  Bank  (1975),  absolute  poverty 
denotes  those  with  annual  per  capita  incomes  of  $50  or  less, 
while  relative  poverty  refers  to  those  with  annual  per 
capita  incomes  that  are  higher  than  $50  but  less  than  one- 
third  of  the  national  average  of  their  respective  countries. 

13 . For  various  articulations  of  dependency  theory,  consult 
Bloomstron  and  Hettne  (1984)  and  Wilber  (1973) . For 
critiques  and  alternatives,  see  Berberoglu  (1993,  1987), 
Thompson  (1983)  and  Wallerstien  (1974) . 

14.  As  a historical  process,  writes  Dos  Santos  (1971:226), 
dependence  is 

a situation  in  which  the  economy  of  certain 
countries  is  conditioned  by  the  development  and 
expansion  of  another  economy  to  which  the  former 
is  subjected.  The  relation  of  interdependence  . . 

. assumes  the  form  of  dependence  when  some 
countries  (the  dominant  ones)  can  expand  and  can 
be  self -starting,  while  other  countries  (the 
dependent  ones)  can  do  this  only  as  a reflection 
of  that  expansion.  . . . 

15.  In  criticizing  the  Western  medical  model  I do  not  wish 
to  dispute  the  legitimacy  of  scientific  medical  knowledge. 
What  is  being  questioned,  however,  is  the  "model "- -disease 
specific,  cure  oriented,  technology  intensive,  clinically 
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based,  and  urban  situated- -through  which  such  knowledge  has 
been  implemented. 

16 . Epitomizing  the  engineering  conceptualization  of 
Western  medical  model,  write  Kieth  (1919:3)  : 

. . . we  shall  understand  the  human  body- -how  it 

feels,  sleeps,  wakes,  plays  and  works- -just  as 
perfectly  as  we  know  the  machinery  of  the  steam 
engine  which  pulls  a railway  train  or  the 
internal-combustion  engine  which  drives  a motor 
bicycle  . . . We  medical  men  are  wayside  repairers 

of  the  human  machines  which  break  down  on  the  road 
of  life. 

17.  Although  these  studies  analyzed  a wide  spectrum  of 
health  care  strategies  ranging  from  small  community  projects 
to  national  centralized  systems,  the  experience  of  the 
People's  Republic  of  China  seems  to  have  the  greatest 
influence  in  the  articulation  of  the  primary  health  care 
approach  to  health  and  health  care  services  in  the  Third 
world . 

18.  Writes  Basch  (1990:201): 

. . . the  barefoot  doctor  movement  was  established 

principally  on  political  grounds  as  a lever  to 
forward  the  cultural  revolution,  and  secondarily 
as  a vehicle  to  provide  health  services.  These 
health  auxiliaries  . . . were  an  important 

conceptual  underpinning  of  the  Alma-Ata  conference 
more  than  a decade  later. 

19.  In  creating  a global  political  entity,  the  newly-born 
General  Assembly  of  the  United  Nations  adopted,  on  February 
15,  1946,  a resolution  calling  for  the  establishment  of  "a 
single  international  health  organization  of  the  United 
Nations"  (Basch  1990:340) . On  June  19,  1946  a conference  was 
held  in  New  York  in  which  a protocol  was  accepted  regarding 
the  transfer  of  the  functions  and  personnel  of  both  the 
International  Office  of  Public  Health  and  the  United  Nations 
Relief  and  Rehabilitation  Administration  to  the  newly-formed 
World  Health  Organization.  The  Constitution  of  World  Health 
Organization  was  signed  on  July  22,  1946  and  sent  to  member 
states  of  the  United  Nations  for  endorsement.  On  April  7, 
1948,  the  World  Health  Organization  was  formally  established 
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as  an  intergovernmental  agency  of  the  United  Nations 
concerned  with  all  aspects  of  international  health.  Through 
technical  cooperation  with,  and  between,  its  member  states, 
its  envisioned  objectives  and  activities  span  a wide  range 
of  health  related  issues:  the  development  of  comprehensive 
health  services,  personnel  and  research;  the  improvement  of 
the  environment;  the  prevention  and  control  of  disease;  and 
the  planning  and  implementation  of  health  programs.  However, 
it  is  not  an  aid-providing  organization,  but  a coordinating 
one  stressing  the  necessity  of  exchanging  technical 
information  between  its  member  states  and  working  closely 
with  a wide  range  of  organizations  such  as  the  Food  and 
Agriculture  Organization,  the  United  Nations  Development 
Program,  the  United  Nations  Environmental  Program,  the 
United  Nations  Children's  Fund,  the  International  Bank  for 
Reconstruction  and  Development  and  numerous  other 
international  organizations  whose  concerns  relate  to  the 
broad  field  of  health  (Basch  1990;  Goodman  1971;  Ried  1986) . 

Headed  by  the  Director  General,  the  Secretariat  of  the 
World  Health  Organization  has  an  international  staff 
representing  and  coordinating  its  programs  in  individual 
countries,  comprising  its  regional  offices,  and  operating 
its  global  headquarters  in  Geneva.  The  six  regions  of  the 
World  Health  Organization  are  those  of  Africa,  the  Americas, 
the  Eastern  Mediterranean,  Europe,  South-East  Asia,  and  the 
Western  Pacific.  Each  region  has  a committee,  composed  of 
delegates  of  all  member  states  of  the  region,  which  meets 
annually  to  discuss  health  matters  affecting  their 
geographical  area  and  contribute  to  the  development  and 
implementation  of  the  global  policies  determined  by  the 
World  Health  Assembly.  Situated  in  the  context  of  the  United 
Nations,  the  policies  and  activities  of  the  World  Health 
Organization  are  dictated  by  the  World  Health  Assembly  which 
is  composed  of  all  member  states  of  the  United  Nations  and 
its  policies  are  determined  annually  by  their  delegations  on 
the  basis  of  one  vote  per  member  state  regardless  of 
population  or  financial  contribution.  The  Executive  Board  of 
the  assembly- -composed  of  thirty-one  technical  experts  in 
the  field  of  health- -acts  as  a liaison  between  the  General 
Assembly  and  the  Secretariat  of  the  World  Health 
Organization . 

20.  The  regional  and  international  meetings  included  the 
Committee  of  Experts  on  Primary  Health  Care  in  the  African 
Region  (Brazzaville,  1977) , the  Fourth  Special  Meeting  of 
Ministers  of  Pan  American  Health  Organization  countries 
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(Washington  DC,  1977) , the  Joint  WHO/UNICEF  meeting  for 
countries  in  the  Eastern  Mediterranean  Region  (Alexandria, 
1977)  , the  Conference  on  Primary  Health  Care  for  countries 
in  the  Western  Pacific  Region  (Manila,  1977) , the  Joint 
WHO/UNICEF  meeting  on  Primary  Health  Care  in  South-East  Asia 
Region  (New  Delhi,  1977),  the  Conference  on  Primary  Health 
Care  in  Industrialized  Nations  (New  York,  1977)  , and  the 
International  Congress  of  Nongovernmental  Organizations  on 
Primary  Health  Care  (Halifax,  Canada,  1978) . 

21.  "The  noticeable  absentee,"  comments  Ried  (1986:7): 

was  China,  which  was  still  recovering  from  the 
upheaval  of  its  cultural  revolution,  and  whose 
relations  with  the  USSR  were  strained  at  the 
time.  It  is  more  likely  that  . . . China  did  not 

feel,  in  view  of  its  great  advances  in  the 
provision  of  health  care  services,  that  it  stood 
to  learn  much  from  the  Soviet  Union. 

22.  It  should  be  mention  that  the  very  concept  of  "equity" 
rose  out  of  a particular  historical  context- -the  European 
Enlightenment  (Kucuradi  1982;  Ricoeur  1986)  . Moreover,  the 
conceptualization  of  a reachable  globe- -as  manifest  in  the 
use  of  such  terms  as  "world-wide " - - is  reminiscent  of  the 
colonial  mentality  and  its  underlying  expansionist 
philosophy . 


CHAPTER  3 

THE  ETHNOGRAPHIC  SETTING 
Introduction 


Though  recently  it  opened  its  gates  to  the  world  under 

the  pressure  of  modernization,  the  Kingdom  of  Saudi  Arabia 

remains  virtually  veiled  from  social  science  research  [1] . 

Niblock  (1982:2)  succinctly  observed  that  in  Saudi  Arabia: 

statistical  data  (outside  of  the  purely  economic) 
have  often  proved  difficult  if  not  impossible  to 
obtain,  official  sensitivity  to  many  of  the  issues 
which  researchers  would  care  to  examine  has 
inhibited  research  activities,  and  researchers 
have  encountered  little  success  in  penetrating  the 
decision-making  apparatus. 

This  chapter  briefly  describes  the  political,  social  and 
economic  aspects  of  the  Kingdom.  Instead  of  presenting  an 
exhaustive  or  comprehensive  account,  the  objective  is  to 
offer  a context  and  a frame  of  reference  for  the  subsequent 
examination  of  primary  health  care  within  Saudi  Arabia's 
sociocultural  system. 

Saudi  Arabia : Geography  and  Demography 
Contemporary  Saudi  Arabia  occupies  the  heart  of  the 
Arabian  Peninsula  in  south  western  Asia  (figure  3-1) . 
Sprawling  over  an  estimated  area  of  864,000  square  miles,  it 
is  bordered  by  Kuwait,  Iraq  and  Jordan  to  the  north;  the 
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Figure  3-1:  Saudi  Arabia--  Location  and  Administrative 
Divisions . 

Source:  Nyrop  (1977). 
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Arabian  Gulf,  Qatar,  United  Arab  Emirates  and  Oman  to  the 
east;  Yemen  to  the  south;  and  the  Red  Sea  to  the  west  (Abu 
al-Ila  1977;  Bindagji  1980). 

Saudi  Arabia  is  divided  into  distinct  geographical 
zones.  In  the  west,  a coastal  plain  stretches  alongside  the 
Red  Sea.  Two  mountain  ranges  (As-Sarat)  abruptly  rise  from 
the  plain  with  altitudes  ranging  from  3,000  in  the  north,  to 
10,000  feet  in  the  south,  with  a gap  around  the  vicinity  of 
the  holy  city  of  Makkah.  While  al-Hejaz  constitutes  the 
northern  part  of  the  plain  and  escarpment,  the  southern 
segment  represents  Asir.  Towards  the  east,  Najd  comprises  a 
high  plateau  in  the  center  of  the  country.  It  is  principally 
a rocky  plateau  with  scattered  isolated  mountains  and  is 
surrounded  by  three  deserts:  In  the  south.  Rub  al-Khali  (the 
Empty  Quarter)  absorbs  an  area  of  250,000  square  miles  of 
vast  trackless  sand;  in  the  east  and  spreading  northward,  a 
narrow  strip  of  sand,  al-Dahna,  separates  Najd  from  the 
eastern  region;  and  in  the  north,  al-Dahna  meets  with  the 
desert  of  al-Nafoud.  While  the  eastern  region  of  al-Hasa 
extends  along  the  coast  of  the  Arabian  Gulf,  the  expanse 
north  of  the  desert  of  al-Nafoud  constitutes  an  upland 
plateau  marked  by  numerous  valleys  trending  towards  Iraq 
(Abu  al-Ila  1977;  Bindagji  1980) . 
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Due  to  variations  in  its  topography,  the  climate  of 
Saudi  Arabia  reaches  two  extremes  in  winter  and  summer; 
While  most  of  the  country  experiences  the  typical  desert 
climate  of  hot  days  and  cold  nights,  high  humidity 
characterizes  the  coastal  plains.  Mean  annual  temperatures 
range  from  18°  C in  the  northern  region  as  well  as  in  the 
As-Sarat  mountains  in  the  southwest,  to  30°  C in  the  coastal 
plains  of  the  Red  Sea  and  the  Arabian  Gulf.  During  the 
summer,  average  temperatures  range  from  26°  C in  the 
southwestern  mountains  to  more  than  45°  C in  the  central 
region  of  Najd.  Average  winter  temperatures  range  from  less 
than  8°  C in  the  north,  to  28°  C in  the  coastal  plains.  There 
are  no  permanent  rivers,  lakes  or  streams  in  Saudi  Arabia. 
Rainfall  is  negligible  and  erratic  amounting  to  less  than 
100  millimeters  annually  except  in  the  southwestern  and 
northern  heights  where  the  mean  annual  rainfall  ranges 
between  350-500  millimeters  (Bindagji  1980;  Kluck  1984; 

Nyrop  1977) . 

In  the  absence  of  reliable  information,  estimates  of 
Saudi  Arabia's  population  vary  considerably.  During  the 
1930s,  it  was  estimated  that  two  million  persons  populated 
Saudi  Arabia  (WHO  1987)  . According  to  the  Saudi  government, 
the  population  was  over  six  million  people  in  1956.  However, 
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when  the  first  population  census  was  carried  out  in  1962  and 
1963,  Saudi  Arabia  was  inhabited  by  an  estimated  3.3  million 
people,  but  this  population  estimation  was  renounced  by  the 
regime  (Birks  and  Sinclair  1980;  Kluck  1984) . 

The  second  Saudi  population  census  of  1974  reported 
that  7,012,642  people  dwelled  in  the  country,  of  whom  55% 
were  urban,  18%  were  rural  and  27%  were  bedouin,  that  is 
nomads  (Kluck  1984;  Nyrop  1977;  WHO  1987) . Twelve  percent  of 
the  population  were  non-Saudi  nationals  of  whom  67%  were  men 
predominantly  between  the  ages  of  fifteen  and  forty  years 
old  (WHO  1987) . Infant  mortality  rate  is  estimated  at  103 
per  1,000  live  births  and  life  expectancy  at  54.5  and  57.6 
years  for  males  and  females  respectively  [2] . According  to 
the  World  Bank  however,  Saudi  Arabia's  population  was 
between  five  and  5.5  million  people  in  1974  (Kluck  1984) . 
Moreover,  Knauerhase  (1975)  estimated  that  the  population 
was  between  3.75  to  four  million  people  and  could  not  have 
exceeded  the  upper  limit  of  4.5  million  persons  in  1974. 
Figure  3-2  shows  the  distribution  of  the  population  in  Saudi 
Arabia . 

In  1983,  the  Saudi  government  approximated  the 
population  at  10.6  million  people  with  an  annual  rate  of 
growth  of  2.9  percent  (Kluck  1984).  In  1989,  the  population 
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Figure  3-2:  Saudi  Arabia--  Population  Distribution. 
Source:  Bindag j i (1980) . 
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was  reported  to  be  13.1  million  people  with  the  highest 
concentration  being  in  the  metropolitan  cities  of  Riyadh, 
Jeddah  and  Dammam  (al-Mazrou  et  al . 1990) . According  to  a 
recent  estimate,  the  population  of  Saudi  Arabia  in  mid-1994 
was  eighteen  million  people  of  whom  43%  were  under  fifteen 
years  old  (Ethelston  1994) . 

Generally  speaking,  the  Saudi  official  demographic 
projections  have  been  contested  and  considered  unrealistic 
(Birks  and  Sinclair  1980).  According  to  Kluck  (1984:73), 

"the  1974  estimate  of  4.3  million  Saudis  [excluding 
expatriates]  was  probably  a reasonably  accurate  figure." 
While  figures  of  the  rate  of  population  growth  in  Saudi 
Arabia  vary  from  2.8%  to  6.7%  per  year,  it  is  believed  to  be 
around  three  percent  (Kluck  1984;  Nyrop  1977) . Based  on  the 
above  4.3  million  estimate  of  1974,  and  assuming  an  average 
3%  per  annum  increase  and  a conservative  12%  non-Saudi 
population  [3] , Saudi  Arabia'  was  probably  inhabited  by  a 
total  of  5.8  million  people  in  1980,  6.7  million  in  1985, 

7.7  million  in  1990  and  will  be  slightly  less  than  10.4 
million  by  the  year  2000. 

Saudi  Arabia:  The  Formation  Of  The  State  f4l 

The  evolution  of  the  contemporary  Saudi  Arabian  state 
has  been  consistently  traced  to  the  middle  of  the  eighteenth 
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C6ntury  when  the  Arabian  Peninsula  was  divided  into  numerous 
small  chiefdoms  under  the  rule  of  local  dynasties.  While  in 
theory  these  entities  were  under  the  control  of  the  Ottman 
Empire,  in  practice  they  were  independent  and  rival  powers. 
With  the  exception  of  the  few  years  at  the  beginning  of  the 
Islamic  epoch,  the  Arabian  peninsula  has  never  been 
consolidated  under  a single  political  power.  In  the  words  of 
Safran  (1988 : 21) : 

The  difficulties  of  earning  a livelihood,  the 
dearth  of  surplus  resources,  the  vast  distances  of 
the  peninsula,  and  nomadism  and  tribalism  combined 
to  place  Arabia  in  a kind  of  Hobbesian  state  of 
nature  in  which  each  tribe  was  permanently  at  war 
with  all  others,  except  for  short  and  temporary 
alliances.  Hostility  between  the  settled  and 
bedouin  tribes  was  particularly  profound,  assuming 
an  added  "cultural"  dimension  of  contempt  for  each 
other's  occupation  and  way  of  life.  Yet,  contrary 
to  Hobbesian  theory,  this  state  of  affairs  was  not 
deemed  to  be  an  unbearable  evil  to  be  escaped  at 
all  costs.  On  the  contrary,  the  bedouin  tribes 
especially  regarded  war,  mutual  raiding,  and 
looting  not  as  deplorable  necessities  from  which 
they  would  escape  if  they  could,  but  rather 
considered  them  to  be  exciting  features  of  a 
desirable  way  of  life,  provided  occasions  for  the 
display  of  various  kinds  of  virtuosity  to  be 
immortalized  in  heroic  verse  and  song. 

The  history  of  Saudi  Arabia  is  generally  periodized 
into  three  phases:  The  first  Saudi  State  that  commenced  in 
1745  and  was  decimated  by  1818;  the  second  Saudi  state  that 
lasted  until  the  closing  years  of  the  nineteenth  century; 
and  the  third  Saudi  state  that  has  been  forged  between  1902 
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and  1932  when  modern  Saudi  Arabia  was  officially 
established . 

In  1745,  a crucial  alliance  was  forged  between  Mohammad 
Ibn  Abdulwahhab- -a  religious  revivalist  who  called  for  the 
return  to  the  early  pure  practices  of  Islam- -and  Mohammad 
Ibn  Saud,  the  ruler  of  Dariyya  and  its  vicinity  north  of 
Riyadh  in  the  region  of  Najd.  Together  they  began  a crusade 
to  spread  both  the  teaching  of  Islam  and  the  prowess  of  the 
House  of  Saud.  This  compact  between  the  spiritual  and 
temporal  authorities  has  been  a continuing  characteristic  of 
Saudi  Arabia  where  Islam  has  served  as  the  cohesive 
ideological  force  in  proliferating  and  maintaining  the 
dominance  of  the  worldly  polity. 

In  1765,  the  heart  of  Arabia  (Najd)  was  under  the 
jurisdiction  of  the  House  of  Saud.  By  the  time  of 
Abdulwahhab' s death  in  1792,  their  rule  extended  as  far  as 
Rub  al-Khali  (Empty  Quarter)  desert  in  the  south.  As  the 
century  drew  to  a close,  the  eastern  region  of  al-Hasa  was 
subdued  in  1795.  During  the  opening  years  of  the  nineteenth 
century,  the  holy  cities  of  Makkah  (1801)  and  Madina  (1805) 
as  well  as  most  of  the  western  region  of  al-Hejaz  were  under 
the  dominion  of  Saudi  forces. 
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In  response  to  the  Saudi  appropriation  of  the  holy- 
cities  of  Makkaah  and  Madina,  the  government  of  the  Ottoman 
Empire  in  Constantinople  swiftly  responded  by  ordering  its 
viceroy  in  Egypt,  Mohammad  Ali,  to  emancipate  the  holy 
cities  from  Saudi  control.  In  1811,  Mohammad  Ali  sent  an 
expedition  to  Arabia  to  force  the  Saudis  back  to  Najd.  By 
the  year  1818,  the  Saudi  capital  of  Dariyya  was  totally 
obliterated,  and  Riyadh  took  its  place  for  the  Saudis. 

From  their  new  headquarters  in  Riyadh,  Saudi  forces 
persistently  irritated  the  Egyptian  troops  until  the 
expedition  withdrew  in  1819,  hence  providing  the  Saudis  with 
an  opportunity  to  reestablish  their  rule.  By  the  middle  of 
the  nineteenth  century,  the  House  of  Saud  was  able  to 
sustain  itself  in  Najd  and  its  vicinity.  However,  during  the 
second  half  of  the  century,  internal  conflicts  within  the 
ruling  House  of  Saud  coupled  with  the  Ottoman  government's 
support  to  the  rival  power  of  al -Rashid  of  Hail,  the  Saudi 
rulers  were  completely  driven  out  of  Najd,  taking  refuge  in 
Kuwait . 

From  Kuwait,  Abdulaziz  Ibn  Abdulrahman  Al-Saud,  the  son 
of  the  last  ousted  Saudi  ruler,  initiated  the  process  of 
reconstituting  the  lost  domain.  The  alliance  with  the 
religious  was  rekindled  through  the  formation  of  the 
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military  force  of  al-Ikhwan- -bedouins  who  were  inspired  by, 
and  vehemently  believed  in,  Ibn  Abdulwahhab' s ideas  [5] 
(Habib  1978;  Hopwood  1982) . In  1902,  Riyadh  was  vanquished 
and  the  territory  subjugated  to  Saudi  control  spread 
steadily  thereafter.  By  1926,  most  of  what  is  known  today  as 
Saudi  Arabia  had  been  integrated  under  the  name  of  "the 
Kingdom  of  Hejaz,  Najd,  and  its  dependencies."  In  September 
18,  1932,  the  modern  name- -the  Kingdom  of  Saudi  Arabia- -was 
adopted  [6] . 

In  dealing  with  the  evolution  of  the  Saudi  Arabian 
sociocultural  system,  the  literature  as  well  as  the  above 
chronicle  of  events  revolve  around  a combination  of  four 
basic  themes;  1)  the  primacy  of  charismatic  Saudi  leaders, 

2)  the  eminence  of  Islam  as  a determinant  political  force, 

3)  the  significance  of  foreign  powers  in  the  region,  and  4) 
the  "tribal"  sociopolitical  organization  of  the  Arabian 
peninsula.  Absent  from  these  accounts  are  the  environmental, 
demographic,  technological  and,  to  a lesser  extent,  economic 
realities  underlying  the  formation  of  contemporary  Saudi 
Arabia . 

The  first  theme  is  most  characteristic  of  the  Saudi 
official  version  of  history.  Individual  Saudi  rulers  are 
endowed  with  charisma,  farsightedness  and  pure  spirituality 
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and,  moreover,  elevated  almost  to  the  point  of  divinity. 
Rather  than  a product  of  existing  conditions  and  events, 
these  leaders  are  portrayed  as  molding  history  after  their 
own  images.  For  exemplary  accounts,  see  Abd  Rabbih  (1977) 
and  Attar  (1946) . 

The  second  theme  invariably  characterizes  the 
literature  where  the  Saudi  version  of  Islam- -commonly  known 
as  Wahhabism- -takes  center-stage  in  determining  the 
evolutionary  trajectory  of  the  nation.  Rather  than  an 
ideological  vehicle  serving  the  temporal  power,  religion 
becomes  the  driving  force  commanding  the  earthly  authority 
where  individuals  as  well  as  communities  are  depicted  as 
passionate  agents  fighting  on  the  side  of  the  righteous 
ideal  against  the  decadent  real. 

The  third  theme  is  a product  of  a limited  research 
focus  where  the  formation  of  the  Saudi  state  is  articulated 
within  the  context  of  the  antagonistic  interests  of  the  then 
powers  of  the  region:  Between  the  pulls  and  pushes  of  the 
Ottoman  Empire,  Great  Britain  and  Italy,  the  formation  of 
contemporary  Saudi  Arabia  appears  to  be  the  consequence  of 
Great  Britain's  financial  assistance  and  military 
protection.  For  representative  accounts  of  this  trend. 
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see  Busch  (1967,  1971),  Helms  (1981),  Troeller  (1976)  and 
Wilkinson  (1991) . 

From  an  anthropological  vantage  point,  the  fourth  theme 

epitomizes  the  literature's  bewilderment  with  the 

sociopolitical  organization  of  the  region:  Tribes, 

chief doms,  kingdoms,  sheikhdoms,  emirates,  principalities 

and  petty  states  are  often  utilized  uncritically  and 

interchangeably  in  describing  the  sociocultural  systems  of 

the  Arabian  peninsula.  Despite  Fried's  (1975)  lucid 

explication  of  the  inherent  ambiguity  and  subsequent 

uselessness  of  the  notion  of  the  "tribe,"  it  is,  by  and 

large,  the  most  frequently  employed  conceptual  tool. 

While  annulling  the  contribution  of  the 

infrastructural  factors  underlying  the  historical 

development  of  contemporary  Saudi  Arabia,  these  themes -- 

singular  or  composite- -not  only  accentuate  the  primacy  of 

structural  and  superstructural  variables  on  theoretical 

grounds,  but  in  practice  bestow  unwarranted  legitimacy  to 

the  existing  Saudi  reign.  Prince  Abdullah  Al-Saud--the 

deputy  secretary-general  of  the  Saudi  Royal  commission  for 

Jubail  and  Yanbu- -compresses  the  historical  development  of 

Saudi  Arabia  in  the  following  words : 

. . . two  centuries  ago  . . . the  Saudi  political 

system  was  first  established  . . . on  an  alliance 
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of  the  religious  scholar  . . . who  preached  the 

return  to  a purified  Islam,  and  . . . the  Amir  of 

Dar'iya  near  al-Riyadh.  Thus  from  the  very 
beginning,  the  legitimacy  of  Saudi  rule  was 
clearly  established. 

What  we  are  witnessing  in  the  twentieth 
century  is  the  third  revival  of  Saudi  power  . . . 

Through  this  period,  Abd  al-Aziz  ibn  Saud  faced 
the  problem  of  forging  a unified,  orderly,  stable 
society  out  of  the  chronically  warring  independent 
tribes  of  the  Arabian  peninsula  . . . his 

authority  was  based  on  his  personal  charisma,  the 
long-standing  prestige  of  the  Al  Saud,  the 
historical  association  with  Wahhabism,  and  the 
tribal  alliances  he  had  skillfully  established. 

There  can  be  no  authentic  understanding  of 
modern  Saudi  Arabia  without  a profound  study  of 
the  life,  character  and  politics  of  King  Abd  al- 
Aziz  for  he  was  not  only  the  driving  force  of  the 
new  Saudi  state  but  he  left  the  stamp  of  his 
personality,  his  pragmatism,  caution  and 
flexibility  on  the  monarchy  . . . the  aspect  of 

Saudi  society  which  deserves  special  attention  is 
the  part  that  Islam  plays  as  a shaper  and 
motivator  of  state  and  society.  (Niblock  1982:301- 
302)  . 

The  political  ramifications  are  not  too  difficult  to  locate 

[7]  . 


Saudi  Arabia:  The  Society 

Whether  factual  or  fictitious,  the  notion  of  the 

"tribe"  has  been  the  most  extensively  exploited  conceptual 

tool  in  contemplating  the  social  structure  of  Saudi  Arabia 

in  particular  and  the  Arabian  Peninsula  in  general.  From  a 

Marxist  perspective,  writes  Halliday  (1974:48-51) : 

The  predominant  form  of  social  organization  was 
the  tribe.  This  was  a kinship  unit,  formally  based 
on  real  or  imagined  descent  from  a common  ancestor 
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through  the  male  line  ....  The  tribe  was  the 
unit  that  constituted  economic,  military  and 
political  activity,  in  settled  communities  as 
among  nomads  ....  Relations  between  tribes  were 
regulated  by  a set  of  conventions  which  controlled 
and  constantly  reaccentuated  inter-tribal 
conflicts.  The  basic  forms  of  inter-tribal 
relations  were  alliances  and  feuds.  Allied  tribes 
formed  confederations  ....  Inter-tribal  feuding 
was  a dominant  feature  of  the  area  and  one  which 
prevented  the  emergence  of  larger  political  units 
or  of  economic  cooperation. 

From  a different  vantage  point,  writes  Kostiner  (1993:3)  : 

The  social  order  that  had  prevailed  in  the  Arabian 
Peninsula  for  centuries  was  based  on  the 
centrality  of  tribes  in  local  life  ...  a tribe 
is  taken  to  mean  a political  unit  that  was 
identified  or  appeared  in  historiographical 
accounts  as  such.  It  consisted  of  a group  of 
people  who  shared  common  territorial  base,  true  or 
mythological  kinship  ties,  and  a corporate 
existence  ....  A tribe,  however,  was  not  a 
monolithic  structure  but  was  divided  into  subunits 
(families,  clans,  and  larger  factions)  .... 

Tribes,  however,  were  not  isolated  political  units 
but,  rather,  parts  of  chieftaincies,  larger  and 
stronger  frameworks  that  provided  their 
populations  with  security  and  political  and 
economic  needs.  The  chieftaincies  consisted  of 
loose  tribal  alliances  based  on  power  sharing, 
mutual  responsibilities  and  duty-sharing 
relationships  among  nomadic  tribal  groups, 
sedentarized  inhabitants  centered  in  villages  and 
towns,  and  a ruler  governed  these  alliances. 

In  an  attempt  to  discredit  the  "Eurocentric"  concept  of  the 

"tribe,"  Aloshban  (1987)  proposed  the  use  of  "al-Qabila"  as 

a superior  expression.  Al-Qabila,  according  to  Aloshban 

(1987) , is  a structural  level  of  abstraction  that  unites 

lineages  along  sociopolitical  and  economic  lines.  It 
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provides  individuals  with  an  overarching  identity  that 
directs  and  constrains  their  behavioral  repertoire. 

Generally  speaking,  al-Qabila  consists  of  four  cardinal 
subdivisions:  The  household,  the  minimal  lineage,  the  minor 
lineage,  and  the  major  lineage  (Aloshban  1987;  cf.  Cole 
1975;  Fuad  1933) . 

The  household  (bayt  or  khuta)  is  the  basic 
socioeconomic  unit  in  which  three  or  four  generations 
coexist- -husband,  wife,  unmarried  children,  and  married  sons 
and  their  dependents.  Households  are  identified  by  a senior 
male  and  labor  is  divided  along  the  lines  of  gender  and  age. 
In  addition  to  their  primary  responsibility  for  the  social 
reproduction  of  the  household,  women  also  contribute  to  the 
household's  economy  in  terms  of  weeding,  planting, 
harvesting,  animal  herding  and  trading  (Aloshban  1987; 
Altorki  and  Cole  1989;  Cole  1975) . Men  prepare  the  land  for 
planting,  use  draft  animals  in  farming  and  harvest 
threshing,  engage  in  selling  surplus  produce  in  the  local 
markets  and  dominate  the  political  sphere.  Ownership  of  most 
of  the  means  of  production- - land,  animals,  tools,  and 
implements- -is  invested  in  the  household  (Aloshban  1987) . 

Having  a common  male  ancestor  five  to  seven  generations 
in  the  past,  three  to  ten  households  compose  a minimal 
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lineage  (luhma) . The  minimal  lineage  is  responsible  for 
reciprocal  obligations  which  include  wedding  gifts, 
bloodwealth  payments,  and  voluntary  labor  in  times  of 
distress.  There  is  a strong  sanction  against  selling  the 
means  of  production  out  of  this  tight  circle  of  related 
households  and,  significantly  enough,  Islamic  inheritance 
laws  are  operative  at  this  as  well  as  the  aforementioned 
level  (Aloshban  1987)  . 

The  closely  knit  web  of  households  combines  with  other 
minimal  lineages  to  form  the  third  significant  subdivision 
of  al-Qabila:  The  minor  lineage  (Fakhdh) . Minor  lineages  are 
characterized  by  a higher  level  of  socioeconomic  cooperation 
and  political  integration.  Villages  as  well  as  nomadic 
encampments  are  composed  of  one  or  more  minor  lineages  where 
members  of  a Fakhdh  build  their  shelters  close  together 
making  their  quarters  almost  divided  along  lineage  lines. 
Though  a preference  but  not  a rule,  minor  lineages  tend  to 
be  endogamous  (Aloshban  1987;  Cole  1975) . 

The  most  prominent  feature  of  the  minor  lineage  relates 
to  the  integration  of  households  into  larger  cooperative 
units.  At  this  level,  water  resources  and  irrigation  systems 
are  collectively  owned,  and  individuals  work  together  in  the 
management  and  maintenance  of  their  pasture  resources  and 
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irrigation  systems,  hence  playing  a determinant  role  in  the 
cohesion  of  the  community.  Additionally,  each  minor  lineage 
elects  an  elder  male  to  represent  it  in  al-Qabila  council 
where  he  participates  in  the  higher  level  of  political 
decision-making  and  conflict  resolution  (Aloshban  1987) . 

Composed  of  several  minor  lineages,  the  major  lineage 
(al-Qaruw  wa  al  jama' a)  functions  primarily  at  the  level  of 
territorial  defense,  having  overarching  jurisdiction  over 
residential  quarters,  agricultural  fields,  water  and  range 
resources  and  irrigation  networks.  Joint  defense  of 
subsistence  resources  binds  its  members  particularly  in 
times  of  external  threats  (Aloshban  1987) . 

Households,  minor  lineages,  and  major  lineages  are 
woven  into  the  collectivity  called  the  maximal  lineage  (al- 
Qabila)  where  membership  is  based  on  tracing  descent  to  a 
common  male  ancestor.  Moreover,  al-Qabila  extends  beyond  the 
confines  of  kinship  to  include  military,  political, 
economic,  social  and  cultural  relations,  thus  representing  a 
sociocultural  system  that  claims  eminent  sovereignty  over 
territorial  and  economic  resources  with  a subsistence  base 
of  mixed  agriculture  and  pastoralism.  Al-Qabila,  therefore, 
is  the  largest  offense  and  defense  group  and,  furthermore. 
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marks  the  limits  of  effective  kinship  relations  where 
marriages  are  almost  a 100  percent  endogamous  (Aloshban 
1987) . 


Albeit  in  varying  degrees  of  sophistication,  detail  and 

emphasis,  the  notion  of  the  "tribe"  continues  to  be  employed 

in  the  description  and  analysis  of  contemporary  Saudi 

Arabia.  From  a structural -functionalist  perspective  grounded 

in  the  segmentary  lineage  model  [8] , Cole  (1975)  describes 

the  al-Murrah  nomads  of  southern  Saudi  Arabia  in  terms  of 

households,  lineages,  clans,  and,  finally,  the  "tribe." 

Similarly,  but  from  a cultural -geography  vantage  point, 

Abdulfattah  (1982)  asserts  the  "tribal"  organization  in 

southwestern  Saudi  Arabia.  Referencing  Saudi  Arabian  society 

in  the  early  1980s,  writes  Kluck  (1984:60,  75): 

Social  relations  are  intricately  interwoven  with 
tribal  affiliation.  Almost  all  citizens  are 
members  of  a tribe;  tribal  membership  remains  the 
cornerstone  of  the  individual's  social  identity. 
[Despite  the  fact  that]  oil  revenues  of  the  1970s 
brought  massive  urbanization  and  social  change  . . . 
tribal  loyalties,  long  the  basis  of  the 
peninsula's  political  and  economic  life,  remained 
a pervasive,  cohesive  force.  Social  life  continued 
to  be  structured  around  the  extended  family  based 
on  a group  of  kin  related  in  the  male  line. 

The  extended  family  is  considered  the  fundamental  and 

essential  unit  of  Saudi  Arabia's  social  structure:  As  the 

smallest  autonomous  social  unit,  sociocultural  life  revolves 
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around  the  family  and  its  extensions,  where  lineages  are 
deemed  a major  ingredient  of  social  relations  (Kluck  1984; 
Nyrop  1977) . Within  the  family,  moreover,  men  are  dominant: 
Though  members  of  the  family  participate  in  decision-making, 
the  final  determination  lies  in  the  hands  of  the  household- 
head  who,  generally  speaking,  is  a man.  Due  to  the 
enforcement  of  gender  segregation,  women's  activities,  in 
broad  terms,  are  confined  to  the  domestic  sphere  while  men 
dominate  the  public  arena  [9]  (Kluck  1984;  Knauerhase  1975; 
Nyrop  1977) . 

In  broad  strokes,  contemporary  Saudi  Arabian  society 
can  be  perceived  in  terms  of  a small  upper  class,  an 
emerging  middle  class,  and  a lower  class.  According  to 
Knauerhase  (1975:27): 

The  highest  social  standing  is  accorded  to  the 
members  of  the  royal  family  and  its  branches.  To 
this  group  could  be  added  a small  number  of  the 
Al-Shaikh  family,  the  descendants  of  Abd  al- 
Wahhab,  and  a small  number  of  wealthy  merchants. 

Portrayed  differently. 

At  the  top  stood  the  House  of  Saud,  along  with 
other  members  of  the  ruling  class,  such  as 
important  tribal  leaders  and  members  of  the  ulama 
[the  religious  elite]  , especially  the  Al  ash 
Shaykh.  The  noble  tribes,  subsidized  by  the 
government  as  the  exclusive  source  of  the  National 
Guard  came  next.  Below  them  were  lesser  tribes, 
who  were  permitted  to  enlist  in  other  military 
units.  Finally  came  the  ordinary  townspeople  and 
peasants  (Nyrop  1977:144). 
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A consequence  of  the  transformation  from  a traditional 
economy  based  on  agriculture,  trade  and  pastoralism,  to  a 
new  one  founded  upon  oil  production  and  export,  a middle 
class  has  been  slowly  developing  (Heller  and  Safran  1985; 
Kluck  1984;  Hugh  1973) . The  middle  class  itself  is 
stratified  into  an  upper  stratum  consisting  of  physicians, 
engineers,  university  instructors,  higher- level  government 
officials  and  businessmen,  and  a lower  tier  of  school 
teachers  and  low-level  government  clerks.  The  lower  class 
consists  of  the  semiskilled  workers  in  both  the  public  and 
private  sectors  (Heller  and  Safran  1985;  Kluck  1984; 
Knauerhase  1975;  Nyrop  1977). 

Saudi  Arabia : The  Economy 
Prior  to  the  discovery  and  subsequent  commercial 
exploitation  of  petroleum,  the  Arabian  Peninsula  had  a 
subsistence  economy  based  on  varying  degrees  of  combined 
pastoralism,  agriculture,  fishery  and  trade  (Abdulfattah 
1982;  Aloshban  1987;  Halliday  1974).  Capitalizing  on  the 
permanent  vegetation  of  oases  as  well  as  the  flora  that 
followed  the  deserts'  intermittent  rain,  pastoralists  herded 
animals  for  food,  clothing,  building  material  and  transport. 
Agriculturalists  grew  cereals,  dates,  fruits  and  vegetables 
[10] . While  cloth  and  basket  weaving,  fishing  and  pearling. 
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pottery  and  tool  manufacturing  constituted  the  local 

industry,  trade  was  a significant  characteristic  of  the 

Arabian  Peninsula  facilitating  the  complementarity  of  its 

diverse  microenvironments.  According  to  Halliday  (1974:48), 

"three  distinct  varieties"  of  trade  were  practiced  by  both 

the  nomadic  and  settled  populations: 

The  first  was  intra-peninsular  exchange  between 
different  economic  sectors;  nomads  traded  animal 
products  (milk,  skin,  etc.)  for  peasant  crops  and 
for  products  of  the  small  artisan  community  in  the 
towns.  Fishermen  traded  their  catch  for  the 
produce  of  other  sectors.  The  second  kind  of  trade 
involved  the  exchange  of  peninsular  products  for 
imported  goods.  The  most  important  exported 
product  used  to  be  incense  ....  In  return  for 
these  exports  the  peninsula  purchased  gold  and  the 
manufactured  products  of  the  countries  to  the 
north.  The  third  form  of  exchange  was  the  entrepot 
trade;  lying  between  India,  China  and  Africa  on 
the  south-east  and  south-west  and  the 
Mediterranean  and  Mesopotamia  (modern  Iraq)  on  the 
north,  both  the  peninsula  and  its  adjacent 
waterways  were  used  for  this  purpose. 

Additionally,  the  Muslim  annual  pilgrimage  to  the  holy 

cities  significantly  contributed  to  the  economy  of  the 

western  region  of  al-Hejaz  (Halliday  1974;  Birks  and 

Sinclair  1982;  Philby  1965). 

At  present,  the  economy  of  Saudi  Arabia  revolves  around 
petroleum.  The  first  commercially  exploitable  oil-field  was 
discovered  in  1938  and  export  started  in  1939  (al-Farsy 
1990;  Birks  and  Sinclair  1982,  1980;  Eglin  1984)  . 
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Accommodating  25.8%  of  the  world's  reserves  of  crude  oil, 
Saudi  Arabia,  in  1982  for  example,  was  the  third  giant 
producer  of  oil  in  the  world  (al-Farsy  1990;  Eglin  1984; 
Hambleton  1982;  Young  1983) . Compared  to  a mere  one  million 
barrels  in  1938,  oil  production  amounted  to  200  million 
barrels  in  1950,  481  million  barrels  in  1960,  1,387  million 
barrels  in  1970  and  reached  3,624  million  barrels  in  1980 
(al-Farsy  1990;  Eglin  1984) . As  a major  source  of  the 
kingdom's  wealth,  the  oil  sector  contributed  as  high  as 
97.3%  to  the  total  Saudi  revenues  in  1974  (figure  3-3)  (al- 
Farsy  1990;  Kanovsky  1986;  Safran  1984) . 

The  development  of  the  petroleum  industry  necessitated 
the  transformation  of  the  old  economy:  It  required  the 
construction  of  roads,  air  and  sea  ports,  housing,  water  and 
sanitary  systems,  power  plants  as  well  as  education,  health, 
and  telecommunication  facilities.  New  opportunities  emerged, 
and  the  economy  flourished  (figure  3-4  and  3-5) . The  sharp 
increases  in  the  price  of  a barrel  of  oil- -from  US$1.80  in 
1970  to  US$32  in  1980- -brought  astronomical  revenues  to  the 
Kingdom  (Eglin  1984) . Government  oil  revenues  escalated  from 
US$334  million  in  1960,  to  US$1,214  million  in  1970,  and 
reaching  US$101,813  million  in  1981  (Eglin  1984;  cf.  al- 
Farsy  1990;  Kanovsky  1986) . In  the  words  of  Halliday 
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Figure  3-3:  Saudi  Arabia--  Contribution  of  Petroleum  to 
Total  Revenues. 

Source:  Safran  (1984) . 
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Figure  3-4:  Saudi  Arabia--  Economic  Sectors'  Contribution  to 
Gross  Domestic  Product  (GDP) . 

Source;  Kanovsky  (1986). 
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Figure  3-5:  Saudi  Arabia--  Civilian  Employment. 
Source:  Kanovsky  (1986). 
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(1974:75),  "this  rise  in  oil  revenues  in  the  1960s  and  1970s 
enabled  even  the  most  wasteful  regime  to  initiate 
development  of  some  kind."  A few  comparisons  demonstrate  the 
magnitude  of  the  infrastructural  transformation  the  kingdom 
has  undergone . 

In  1950,  Saudi  Arabia  had  about  200  kilometers  of  paved 
roads.  During  the  early  1980s,  a network  of  more  than  29,000 
kilometers  linked  the  major  centers  of  the  country.  In  1975, 
there  existed  4,547  schools,  and  by  1981  the  number  nearly 
doubled,  reaching  8,013  educational  institutions  (al-Farsy 
1990;  Eglin  1984).  Health  care  facilities  portray  a similar 
expansion.  In  1970,  there  were  66  public  and  private 
hospitals  and  519  health  centers  and  dispensaries;  and  by 
1980,  the  numbers  were  89  and  878  respectively.  Hospital 
beds  increased  from  8,109  in  1970,  to  14,451  in  1980. 
Compared  with  951  physicians  and  2,915  nurses  in  1970,  4,549 
physicians  and  8,528  nurses  facilitated  the  kingdom's  health 
care  system  in  1980.  In  the  field  of  telecommunications,  the 
number  of  operating  telephones  increased  from  62,600  lines 
in  1973  to  over  one  million  in  1987  (al-Farsy  1990)  . Today, 
Saudi  Arabia  manages  the  largest  petrochemical  industrial 
structure  in  the  world  (al-Farsy  1990;  Hambleton  1982) . 
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In  short,  the  "rags-to-riches  transformation"  of  the  1970s 
"was  rare  if  not  unique  in  modern  times"  (Eglin  1984:139) . 

During  the  early  1980s  however,  the  abode  of  abundance 
received  a severe  blow.  The  global  economic  recession,  the 
sharp  decreases  in  oil  prices,  the  Saudi  government's 
sponsorship  of  the  Iraqi - Iranian  eight-year  war  as  well  as 
the  recent  Gulf  war,  and,  moreover,  the  Saudi  ruling  elite's 
mismanagement  of  the  economy  presented  a new  harsh  reality 
[11] : Ever  since  1983,  Saudi  Arabia  experienced  a persistent 
budget  deficit  (Engelberg  1993  ; Gerth  1993;  Kanovsky  1986)  . 
According  to  the  conservative  estimates  of  al-Farsy  (1990) , 
the  budget  deficit  was  approximately  US$6  billion  in  1983, 
US$13  billion  in  1985  and  over  US$16  billion  in  1986.  In 
1992,  the  deficit  represented  9.2%  of  Saudi  Arabia's  Gross 
Domestic  Product  (GDP) , which  is  twice  as  much  as  that  of 
the  United  States  during  the  same  period  (Engelberg  1993; 
Gerth  1993)  . Furthermore,  the  International  Monetary  Fund 
(IMF)  estimated  that  Saudi  Arabia  suffered  a US$120  billion 
trade  deficit  between  1983  and  1991.  By  the  1990s,  Saudi 
Arabia's  US$121  billion  in  financial  reserves,  which  was 
accumulated  during  the  1970s,  practically  evaporated 
(Engelberg  1993;  Gerth  1993) . As  unreliable  as  it  may,  per 
capita  GDP  declined  from  a reported  $10,850  in  1991  to 
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$6,948  in  1993  (The  Middle  East  1995;  UNDP  1994).  Thus,  the 
petrodollars  of  the  1970s  seem  to  have  run  their  course.  At 
present,  Saudi  Arabia  is  no  longer  the  financial  giant  of  a 
decade  ago  (Young  1983),  but  rather  a debtor  seeking  credit 
in  the  international  market  (Gerth  1993;  Kanovsky  1986). 

Saudi  Arabia:  The  Political  System 
In  the  widespread  heritage  of  muddling  the  ideological 
with  the  material,  Saudi  Arabia  is  generally  described  as  an 
"Islamic  monarchy"  with  Arabic,  Islam  and  the  holy  Quran  as 
its  official  language,  religion,  and  constitution, 
respectively.  For  instance,  Rudolph  (1984:203)  repeatedly 
asserts  that : 

The  dynastic  rule  of  the  House  of  Saud  rested 
. . . on  Islamic  law  (sharia)  as  its  primary 

source  of  legitimacy.  Thus,  it  was  not  an  absolute 
monarchy  because  the  power  of  the  King  was 
constrained  by  the  sharia,  which  functioned  as  if 
it  were  a constitution. 

Similarly,  "the  fundamental  assumption  of  the  polity  of 
Saudi  Arabia,"  contends  al-Farsy  (1990:39),  is  "that  the 
Holy  Quran  ...  is  more  suitable  for  Saudi  Muslims  than  any 
secular  constitution." 

For  two  decades  after  its  official  creation  in  1932, 
Saudi  Arabia  was  more  of  a chiefdom  than  a nation-state. 
Governmental  administrative  institutions  characteristic  of 
contemporary  states  were  virtually  non-existent.  The  first 
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political  apparatus  can  be  traced  to  1926  when  a 
Consultative  Council  (Majlis  al-Shura)  was  created  without 
practical  influence  in  policy-making:  Faced  with  a 
relatively  sophisticated  sociopolitical  system  in  the 
western  region  of  al-Hejaz  and  in  order  to  expedite  its 
integration,  this  Council  was  established  to  appease  the 
population  of  the  newly  conquered  territory.  By  1932,  it 
withered  away  and  the  Council  of  Deputies  (Majlis  al-Wukala) 
took  its  place.  Deriving  its  limited  authority  from  the 
monarch,  the  Council  of  Deputies  was  composed  of  four 
members:  A president  (then  prince  Faisal  the  Viceroy  of  al- 
Hejaz),  a vice-president,  a deputy  for  finance  and  a deputy 
of  foreign  affairs.  The  Council's  actual  leverage,  however, 
was  limited  to  the  region  of  al-Hejaz  (al-Farsy  1990; 

Dhanani  1980;  Rudolph  1984;  Zedan  1981). 

Between  1932  and  1952,  the  Saudi  political  system  was 
founded  upon  four  "ministers  to  the  king"  representing 
Foreign  Affairs  (1931),  Finance  and  National  Economy  (1932), 
Defense  and  Aviation  (1944)  and  Interior  (1951) . The 
judicial  system  was  relatively  autonomous  under  the  command 
of  a grand  mufti  (Islamic  Jurist) --a  senior  member  of  Al- 
Shaikh  family- -who  was  assisted  by  a committee  of  senior 
religious  scholars.  With  the  help  these  counselors,  the 
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ruler  tended  to  matters  of  the  kingdom  where  regions  were 
semi -independently  administered  by  appointed  governors  who 
pledged  loyalty  to  the  monarch  (Rudolph  1984;  Nyrop  1977). 
Succession  to  the  throne,  moreover,  was  limited  to  the  sons 
of  the  first  monarch- -King  Abdulaziz  ( 1932 - 1953 )- -on  an  age- 
seniority  basis  [12]  (Kelidar  1983;  Samore  1983).  As 
Halliday  (1974:61)  pointed  out,  "this  regime  was  an  unstable 
anachronism:  it  required  outside  support  to  survive." 

World  War  II  exposed  the  fragile  foundation  of  the 
Saudi  regime:  Revenues  from  oil  exports  as  well  as  taxation 
of  the  Muslim  pilgrimage  were  drastically  reduced,  thus 
effectively  retarding  the  institutionalization  of  the 
political  system  (Halliday  1974;  Rudolph  1984) . The 
sustenance  of  the  regime,  so  to  speak,  required  external 
assistance.  The  magnitude  of  the  Saudi  crisis  prompted 
Standard  Oil  of  Calif ornia- -which  was  granted  oil 
concessions  in  1933 --to  plead  with  the  U.S.  government  to 
provide  Saudi  Arabia  with  US$10  million  a year.  Although  the 
British  provided  US$5  million  and  US$12  million  in  1941  and 
1942  respectively,  these  funds  were  taken  out  of  loans  from 
the  United  States.  By  1943,  U.S.  support  for  the  Saudi  rule 
translated  into  a military  mission  to  train  the  country's 
army  and  the  construction  of  an  air-base  which  was 
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conveniently  located  near  the  oil  fields  in  the  eastern 
region  of  al-Hasa  [13] . By  1947,  Saudi  Arabia  had  received 
an  estimated  US$100  million  in  U.S.  contributions  [14] . 

While  taming  the  domestic  temporal-spiritual  alliance,  Saudi 
Arabia  seem  to  have  forged  an  external  econo-political 
affiliation  that  has  underwritten  its  transition  into  a 
nation-state  as  well  as  its  perpetual  dependence  (Halliday 
1974;  Kolko  1969;  O'Conner  1962;  Safran  1984;  Sallame  1989). 

As  the  global  war  ended,  the  production  and  export  of 
Saudi  oil  resumed  and,  subsequently,  the  Kingdom's  revenues 
steadily  increased.  However,  preoccupation  with  "stability" 
was  preeminent.  As  figure  3-6  depicts,  allocations  to 
defense  and  security  consumed  as  much  as  53%  of  the  total 
revenues  in  the  1950s.  During  1990-1991,  military 
expenditure  represented  14%  of  GDP  and  151%  of  the  combined 
expenditure  on  education  and  health.  Moreover,  the  Armed 
Forces  constituted  4.6  persons  per  1,000  people,  0.4  per 
teacher,  and  4 persons  per  doctor  in  the  Kingdom  (UNDP 
1994) . This  trend,  moreover,  has  persisted  to  the  present 
(Dawisha  1980;  Safran  1984;  Sallame  1989;  Schecterman  1981). 

In  1953,  the  Council  of  Deputies  was  replaced  by  the 
more  centralized  Council  of  Ministers  (Majlis  al-Wuzara) 
"which  marked  the  most  significant  step  in  the  creation  of 
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Figure  3-6:  Saudi  Arabia--  Defense  and  Security  Allocations. 
Source:  Safran  (1984). 
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modern  institutions  of  government"  (Rudolph  1984:206). 
Composed  of  nine  appointed  members,  all  decisions  of  the 
Council  must  be  endorsed  by  its  president,  "His  Majesty  the 
King."  By  1984,  twenty  five  individuals  constituted  the 
Council  of  Ministers  of  whom  six  were  from  the  House  of  Saud 
holding  the  most  sensitive  political  and  military  positions 
including  Defense  and  Aviation,  Foreign  Affairs,  Interior 
and  the  National  Guard  (Rudolph  1984) . 

Accompanying  the  transition  into  statehood  [15]  came 

the  further  consolidation  of  power  into  the  ruling  House  of 

Saud.  In  addition  to  the  position  of  King,  the  monarch  is 

also  Prime  Minister,  Supreme  Commander  of  the  Armed  Forces, 

President  of  the  Council  of  Ministers  as  well  as  the 

Consultative  Council,  and  Chairman  of  the  Supreme  Committee 

for  Administrative  Reform  (Rudolph  1984;  Nyrop  1977).  These 

title  are  neither  spurious  nor  ornate: 

All  legislation  is  either  by  royal  decree  or 
ministerial  decree,  which  must  be  sanctioned  by 
the  King.  The  King  also  appoints  all  ministers, 
other  senior  government  officials,  governors  of 
the  amirates  (provinces) , and  military  officers 
above  the  rank  of  lieutenant  colonel.  He  also 
appoints  all  ambassadors  and  other  foreign  envoys, 
and  all  foreign  diplomats  in  Saudi  Arabia  are 
accredited  to  the  King.  He  also  acts  as  the  final 
court  of  appeal  and  has  the  power  of  pardon 
(Rudolph  1984:209-210). 
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Moreover,  the  relative  judicial  authority  of  the  religious 
elite  was  formally  subordinated  through  the  establishment  of 
the  Ministry  of  Justice  in  1970  where  the  monarch  prevails 
at  the  pinnacle  of  the  judicial  pyramid. 

Under  internal  as  well  as  external  pressures  brought 
about  by  the  Iraqi-Kuwaiti  crisis  of  1991,  the  ruler  of 
Saudi  Arabia  undertook  the  long-promised  [16]  task  of 
political  reform.  In  1992,  the  so-called  Basic  Law  of 
Government,  the  Consultative  Council  Law  and  the  Law  of 
Provinces  were  introduced.  These  laws,  however,  fell  "far 
short  of  internationally  recognized  standards"  (Middle  East 
Watch  1992:1) . In  fact,  the  declared  "reform"  represents  a 
giant  step  towards  setting  the  stage  for  further 
authoritarianism  and  the  abrogation  of  civil,  economic  and 
political  rights. 

The  magniloquence  notwithstanding,  Saudi  Arabia  has 
neither  a written  constitution  nor  an  elected  legislative 
assembly.  Power  is  reserved  for  the  ruling  House  of  Saud. 
Political  parties  as  well  as  most  forms  of  public 
association  are  outlawed.  Free  speech  and  critical 
expression  are  prohibited.  The  press  is  strictly  regulated. 
Gender  as  well  as  religious  discrimination  are  sanctioned. 
Extrajudicial  killings,  torture  and  cruel  punishment  are  not 
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proscribed.  The  unwritten  criminal  code,  moreover,  hinges  on 
commentaries  composed  during  the  Middle  ages  and,  currently, 
even  defendants  facing  the  death  penalty  are  not  allowed 
legal  representation  in  the  courtrooms  (Hiro  1992;  Middle 
East  Watch  1992) . In  short,  the  historical  development  of 
Saudi  Arabia's  political  system  epitomizes  absolutism 
disguised  in  an  ideological  costume  woven  out  of  religious 
cloth  [17] . 

Conclusion 

During  the  eighteenth,  nineteenth  and  the  first  half  of 
the  twentieth  century,  the  rise  and  fall  of  the  Saudi 
"states"  were  consonant  with  the  expansionist  character  of 
the  chiefdoms  then  existing  throughout  the  Arabian 
Peninsula.  The  post-war  era,  however,  introduced  a novel 
reality:  With  the  discovery,  production,  and  export  of 
petroleum  came  the  accelerated  transformation  of  Saudi 
Arabia's  sociocultural  system. 

Modern  roads  appeared  and  automobiles  crowded  the 
streets;  fashionable  architectures  mushroomed  from  the 
desert  soil  and  dwellings  became  bigger;  servants  and 
chauffeurs  imported  from  the  near  and  far  East  penetrated 
the  traditional  seclusion  of  the  home;  and  from  both  the 
East  and  West  came  not  only  the  state-of-the-art 
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technologies,  but  also  the  onslaught  of  new  values  and  world 
views.  The  subsistence  economic  base  gave  way  to  "the  making 
of  a financial  giant."  The  decentralized  political  power 
became  consolidated  and  bureaucratic  institutions  burgeoned. 
Hence  the  birth  of  the  "petrolic"  society. 

With  the  influx  of  wealth  emerged  dependence  on  Western 
know-how  and  military  assistance  as  well  as  absolutism, 
authoritarianism,  and  totalitarianism.  In  a glaring  contrast 
with  the  principles  underlying  the  primary  health  care 
approach,  Saudi  Arabia's  political  system  is  founded  upon 
differential  access  to  resources,  the  silencing  of  domestic 
critical  expression,  the  total  truancy  of  popular 
participation,  and  the  complete  concentration  of  power  in 
the  hands  of  a ruling  family.  Whether  a kingdom  or  an 
Islamic  monarchy,  contemporary  Saudi  Arabia  utterly 
epitomizes  despotism,  thus  rendering  all  prospects  for 
primary  health  care  rather  hollow. 

Within  this  context,  field  research  was  conducted.  Not 
only  was  information  difficult  to  acquire,  but  also 
interviewees  hesitate  to  have  their  "talk"  turned  into  a 
text  that  could  prove  problematic  for  them.  Nonetheless,  the 
ultimate  test  of  validity  lies  in  the  public  replicability 
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of  research  which  the  current  Saudi  regime  does  not 
tolerate . 


Notes 


1.  In  1984,  the  Saudi  National  Security  Council  issued  a 
decree  requiring  Saudi  graduate  students  to  submit  a copy  of 
their  dissertation  to  the  Council  for  approval  before  even 
the  student's  advisory  committee  sees  it.  "The  practical 
result  of  this  order,"  write  Sork  and  Niva  (1989:5)  : 

is  to  deter  students  and  academics  from 
researching  sensitive  political  and  social  issues; 
feminism  and  psychoanalysis,  for  example,  can  only 
be  discussed  in  terms  of  rebuttal  or  translated 
into  approved  "Islamic"  discourse.  Saudi  students 
studying  in  the  US  are  often  peremptorily  and 
without  explanation  sent  a ticket  home  when  the 
consulate  or  embassy  in  Washington,  DC,  feels  that 
their  academic  work  or  extracurricular  activities 
are  "out-of -line . " In  the  fall  of  1986,  some  100 
students  were  sent  such  tickets. 

Moreover,  applications  to  higher-education  institutions  must 
be  approved  by  the  so-called  Committee  for  Intellectual 
Security--  another  specialized  organ  of  the  Ministry  of 
Interior  that  also  classifies  scholars  and  writers  according 
to  their  political  views  and  potential  threat  to  "the 
country's  intellectual  and  cultural  'security'  (Stork  and 
Niva  1989:5) . 

2.  Sebai  (1987)  reported  that  infant  mortality  rate  in 
1983  was  65  per  1000  live  births  compared  with  UNICEF's 
estimate  of  110  in  1984 . In  1992  however,  infant  and  under- 
five  mortality  rates  were  estimated  to  be  31  and  43 
respectively;  and  Life  expectancy  at  birth  was  estimated  to 
be  70.4  and  67.7  years  for  females  and  males  respectively 
(UNDP  1994) . 

3.  While  Kluck  (1984:73)  estimated  that  non-Saudi 

nationals  comprised  about  35%  of  the  total  population  in 
1984,  al-Mazrou  et  al . (1989:7)  put  that  percentage  at  20% 

in  1989. 

4 . For  detailed  information  on  the  historical  development 
of  contemporary  Saudi  Arabia,  see  Abd  al -Rahim  (1975) , Abu 
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Dawood  (1982),  Carter  (1984),  Fuad  (1933),  al-Ghrabia 
(1974),  Goldberg  (1986),  Habib  (1978),  Kostiner  (1993), 
Leatherdale  (1983),  Philby  (1955),  al-Rasheed  (1991),  al- 
Rashid  (1976),  Troeller  (1976),  Vasiliev  (1986),  Wilkinson 
(1991) , and  Winder  (1965) . 

5.  According  to  Aloshban  (1987:87),  the  turn  of  the 

twentieth  century  witnessed  four  major  "politico-religious" 
movements  seeking  control  over  the  Arabian  Peninsula: 
"Wahhabism  based  in  Nejd;  Zaidism  in  North  Yemen  . . . 

Idrisism  ...  in  southwestern  Arabia  . . . [and]  Pan-Arab 

nationalism,  represented  and  articulated  by  Sharif  Hussein 
of  Mecca . " 

6.  Safran  (1984:465)  pointed  out  that  "the  arabic  name, 
al-mamlaka  al-'arabiyya  al-Su' udiyya,  the  Saudi  Arab 
Kingdom,  stresses  the  ethnic  Arab  character  in  addition  to 
the  dynastic  qualifier."  However,  Saudi  Arabia  remains  the 
only  nation  that  is  named  after  a reigning  family. 

7.  For  an  historically-informed  political  novel,  see 
Munif's  (1993a,  1993b,  1988)  trilogy. 

Tentatively  proposing,  the  historical  development  of 
Saudi  Arabia  can  be  profitably  described  in  terms  of  Harris' 
(1979)  and  Johnson  and  Earl's  (1987)  articulation  of  the 
evolutionary  trend  of  sociocultural  systems  from  chiefdoms 
towards  regional  polities.  The  so-called  first  and  second 
Saudi  states  were  in  actuality  simple  chiefdoms  among  many: 
Positions  of  power  were  inheritable,  meager  revenues  were 
procured  from  tributes  and  taxation,  the  military  force  was 
entirely  depended  on  semi -voluntary  "tribal"  militia  and  the 
modern  bureaucratic  medium  was  fundamentally  truant.  In  1865 
for  instance,  the  total  settled  population  of  Najd  was 
estimated  at  115,000  persons  and  the  fighting  force  was 
about  7,900  men  (Winder  1965).  According  to  Philby  (1955), 
the  Saudi  annual  revenues  were  no  more  than  US$250,000  at 
the  turn  of  the  twentieth  century.  While  the  acquisition  of 
the  eastern  region  of  al-Hasa  might  have  doubled  the 
revenues,  the  conquest  of  the  western  region  of  al-Hejaz 
increased  the  total  revenues  to  about  US$25  million 
annually . 

Contrary  to  Halliday's  (1974)  assertion  that  inter-  and 
intra-tribal  feuds  impeded  the  development  of  an  overarching 
political  power,  the  Peninsula's  infrastructural  conditions 
were  at  work:  The  diverse  but  complementary 

microenvironments,  the  relatively  simple  technology,  and  the 
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sparse  but  increasing  population  leashed  the  rise  of  a 
single  encompassing  political  power.  Capitalizing  on 
Wittfogel's  (1957)  distinction  between  "hydraulic"  and 
"hydroagricultural"  societies  (Price  1994) , the  latter  seem 
to  have  prevailed  alongside  pastoralism,  fishery  and  trade. 
If  this  can  be  the  case,  then  what  factors  underlaid  the 
establishment  of  contemporary  Saudi  Arabia  as  a nation-sate? 

Twenty  years  after  its  announcement  as  a modern  state 
in  1932,  Saudi  Arabia  was  still  a chiefdom,  lacking,  first 
and  foremost,  an  infrastructural  base  conducive  to  the 
development  of  statehood.  The  post-war  period,  however, 
commemorated  the  transition:  Metaphorically  similar  to 
Wittfogel's  (1957)  "hydraulic"  societies,  one  may  view 
contemporary  Saudi  Arabia  as  a "petrolic"  sociocultural 
system  where  the  exploitation,  management  and  revenues  from 
oil  in  addition  to  the  visible  "dependence"  (Dos  Santos 
1973)  on  Western  technologies  and  military  support 
accelerated  the  transformation  into  a "despotic"  state.  As 
will  be  discussed  later,  by  the  1970s,  Saudi  Arabia  has 
become  a full  blown  nation-state. 

8.  For  the  postulation,  application  and  assessment  of  the 
segmentary  lineage  theory,  see  Asad  (1973),  Dresch  (1984), 
Evans-Pritchard  (1940,  1949),  Hammoudi  (1980),  Kuper  (1982), 
Marx  (1977) , Sahlins  (1961,  1968) , and  Salzman  (1978) . 

9.  While  acceding  to  the  ecumenical  gender  segregation  of 
Saudi  society,  Altorki  and  Cole  (1989:7)  scorn  "the 
widespread  notion  that  women  in  Saudi  Arabia  today  are 
mainly  confined  to  the  home."  To  the  contrary, 

. . . women  have  careers  outside  family- -as 

sellers  in  the  market  and  in  a number  of  modern 
salaried  occupations,  especially  teaching. 

Furthermore  . . . having  a career  outside  the  home 

is  positively  valued  not  only  by  many  educated 
women  but  also  by  their  fathers,  who  in  numerous 
cases,  have  included  a stipulation  in  the  marriage 
contracts  of  their  daughters  affirming  their  right 
to  work  if  they  should  so  desire. 

For  further  information  on  the  predicament  of  women  in  Saudi 
Arabia,  consult  Altorki  (1987,  1986,  1977),  Bahry  (1982)  and 
Reza  (1971) . 
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10.  Using  the  contemporary  geopolitical  divisions  of  the 
Arabian  Peninsula,  Halliday  (1974:45)  estimated  that 
cultivated  land  represented  0.2%  of  Saudi  Arabia,  1%  of  Oman 
and  5%  of  the  former  North  Yemen. 

11.  In  addition  to  the  US$20  billion  in  uncollectible  loans 
to  Iraq,  it  is  estimated  that  the  Gulf  war  of  1991  has  cost 
Saudi  Arabia  a ponderous  US$  55  billion.  Furthermore,  some 
four  thousand  members  of  the  ruling- family  have  indulged 
themselves  in  billions  of  dollars  of  unrecoverable  loans 
from  the  Kingdom's  banking  system  (Engelberg  1993;  Gerth 
1993)  . 

12.  Though  the  post  of  the  King  is  still  restricted  to  the 
sons  of  King  Abdulaziz,  Faisal's  (1964-1975)  successful 
attempt  to  oust  his  brother- -King  Saud  (1953-1964) --appended 
"capability"  and  "suitability"  to  seniority  in  the  pattern 
of  succession  to  the  throne  (Middle  East  Watch  1992;  Rudolph 
1984;  Samore  1983) . 

13.  Between  1902  and  1930,  al-Ikhwan  constituted  the 
military  force  underlying  the  Saudi  expansion.  In  1930 
however,  this  force  was  dismantled  and  three  military 
outfits  were  established:  A regular  army  for  the  protection 
of  the  country's  borders,  a "tribal"  force  for  internal 
repression,  and  a Royal  Guard  for  the  security  of  members  of 
the  House  of  Saud  (Halliday  1974) . 

14.  In  addition  to  the  United  States'  official  support,  the 
Arabian  American  Oil  Company  (ARAMCO)  completed  a US$200 
million  pipeline  from  the  eastern  region  to  the 
Mediterranean  in  1950  and,  in  1951,  built  a US$160  million 
railway  from  Dammam  to  Riyadh.  Furthermore,  ARAMCO' s support 
to  the  Saudi  regime  extended  beyond  the  financial  dimension 
to  include  the  political  sphere:  Not  only  did  ARAMCO  provide 
legal  and  logistical  assistance  to  the  Saudi  government 
during  the  conflict  with  Oman  over  the  ownership  of  the 
Buraimi  oasis,  but  also  facilitated  the  crushing  of  the 
local  revolts  of  1951  and  1956  by  identifying  the  leaders  of 
the  rebellions  to  the  Saudi  authorities  (Halliday  1982; 

1974)  . 

15.  The  post-war  period  witnessed  the  formal 
institutionalization  of  the  Saudi  regime:  The  ministries  of 
Agriculture  and  Water,  Communications,  Defense  and  Aviation, 
Education,  Foreign  Affairs,  and  Interior  in  1953;  the 
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ministries  of  Health  and  Finance  and  National  Economy  in 
1954;  the  ministry  of  Petroleum  and  Mineral  Resources  in 
1960;  the  ministry  of  Labor  and  Social  Affairs  in  1961;  the 
ministry  of  Pilgrimage  Affairs  and  Awqaf  in  1962;  the 
ministry  of  Information  in  1963;  the  ministry  of  Justice  in 
1970;  and  the  ministries  of  Commerce,  Higher  Education, 
Industry  and  Electricity,  Planning,  public  Works  and 
Housing,  and  Posts,  Telegraphs  and  Telecommunications  in 
1975  (al-Farsy  1990;  Niblock  1982;  Nyrop  1977)  . 

16.  In  1932,  King  Abdulaziz  instructed  his  advisors  to 
commence  on  formulating  a basic  law  for  the  newly 
established  Kingdom.  In  1960,  King  Saud  pledged  to  establish 
a basic  order  of  government  that  would  delineate  the  rights 
and  obligations  of  the  populace  in  accordance  with  Islamic 
teachings.  In  1962,  the  Crown  Prince's  ten-point  reform 
declared  that : 

The  time  has  arrived  to  issue  a basic  law  of 
government  . . . setting  precisely  and  clearly  the 

basic  principles  of  government  and  of  the 
relationship  between  the  ruler  and  the  ruled; 
regulating  the  various  state  powers  and  their 
inter-relationships;  and  stating  the  basic  rights 
of  citizens,  including  the  right  to  free 
expression  within  the  limits  of  the  Islamic  faith 
and  public  order  (Quoted  in  Middle  East  Watch 
1992  : 5)  . 

In  1980,  Crown  Prince  Fahd  asserted  that  a final  draft  of 
the  constitution  had  been  completed.  In  1990,  King  Fahd 
announced  that  a consultative  body  would  be  established  and 
a final  draft  of  a basic  law  for  the  kingdom  would  be 
disclosed.  In  1991,  King  Fahd,  once  again,  avouched  the 
revitalization  of  the  Consultative  Council  as  well  as  the 
adoption  of  a basic  law.  Finally,  on  March  1,  1992,  the 
three  basic  laws  were  issued  by  "royal  orders"  (Middle  East 
Watch  1992) . 

For  six  decades,  these  vows  for  reform  have  been 
associated  with  internal  and  external  turbulence:  The 
declaration  of  the  new  state  in  1932;  the  rivalry  between 
King  Saud  and  his  Crown  Prince  Faisal  as  well  as  the  threat 
of  the  prevalent  "Arab  nationalism"  during  the  late  1950s 
and  early  1960s;  the  Grand  Mosque  attempt  to  oust  the  Saudi 
rule  and  the  Iranian  revolution  in  1979;  and  the  Iraqi- 
Kuwaiti  crisis  of  1991  seem  to  underlie  the  Saudi  promises 
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for  political  reforms  (Halliday  1974;  Hiro  1992;  Middle  East 
Watch  1992;  Safran  1984) . In  essence  and  outcome,  Saudi 
Arabia's  ruling-elites'  quest  for  reform  can  be  summarized 
in  a single  proverb:  Tamakhadh  al-jamal  fa  walad  fa'ra 
(after  a throbbing  labor,  the  male-camel  gave  birth  to  a 
mouse)  . 

17.  The  Saudi  government's  resort  to  dogmatism  extends 
beyond  the  confines  of  domestic  consumption  to  include  the 
international  arena.  For  instance,  consider  the  issue  of 
human  rights.  Saudi  Arabia  is  one  of  the  few  countries  that 
rejected  the  Universal  Declaration  of  Human  Rights  which  was 
embraced  by  the  United  Nations  General  Assembly  on  December 
10,  1948.  The  officially  articulated  rationale  was  that 
these  "human  rights"  are  rooted  in  the  sociopolitical 
tradition  of  the  West  and  blatantly  breach  the  canons  of 
Islam- -particularly  gender  equality  and  freedom  of  religion. 
The  argumentation  that  the  Islamic  laws  of  Saudi  Arabia 
surmounted  those  rights  championed  in  the  Universal 
Declaration  has  been  continuously  employed  to  justify  the 
Kingdom's  unwillingness  to  endorse  most  internationally 
recognized  human  rights  agreements.  According  to  Human 
Rights  Watch  (1992:820): 

Saudi  Arabia  is  a party  to  only  three  human  rights 
instruments:  the  Genocide  Convention,  the  Slavery 
convention  and  the  Supplementary  Convention  on  the 
Abolition  of  Slavery  . . . The  only  other 

pertinent  international  treaties  that  Saudi  Arabia 
adhered  to  are  the  four  Geneva  Conventions  of  1949 
and  thirteen  (of  more  than  170)  conventions  of  the 
International  Labour  Organization. 

In  the  wake  of  the  aforementioned  Basic  Laws,  the  monarch  of 
Saudi  Arabia  translucent ly  summarized  Saudi  Arabia's 
situation  as  follows: 

The  democratic  system  that  is  predominant  in  the 
world  is  not  a suitable  system  for  the  people  of 
our  region  ...  We  have  our  Islamic  beliefs  that 
constitute  a complete  and  fully  integrated  system. 

Free  elections  are  not  within  this  Islamic  system 
...  In  my  view.  Western  democracies  may  be 
suitable  in  their  own  countries  but  they  do  not 
suit  other  countries  (Quoted  in  Middle  East  Watch 
1992  :2)  . 
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For  a critical  analysis  of  the  Saudi  three  major  laws 
introduced  in  1992,  consult  Middle  East  Watch  (1992) . 


CHAPTER  4 

PRIMARY  HEALTH  CARE  SERVICES  IN  SAUDI  ARABIA: 

A CRITICAL  ASSESSMENT 

Introduction 

Scores  of  case  studies  have  suggested  that  various 
factors  influence  the  feasibility  of  the  primary  health  care 
approach  in  the  Third  World.  Type  and  size  of  health  care 
facilities,  distance  to  health  care  centers,  type  and  cost 
of  treatment,  type  and  cost  of  transportation,  socioeconomic 
status  of  health  care  seekers,  type  and  duration  of  illness, 
preferences  and  beliefs  of  patients,  and  the  presence  of 
traditional  medicine  are  advanced  as  important  determinants 
of  accessibility  and  utilization  of  primary  health  care 
services  (Atkin  et  al . 1985;  Kloos  1990;  Ogoh  1987; 
Chernichovski  and  Messok  1986;  Abu-Zaid  and  Dann  1985;  Josef 
and  Phillips  1984;  Stock  1983;  De  Kadt  and  Segall  1981). 
While  neither  the  significance  of  these  factors  can  be 
abjured  nor  the  value  of  these  studies  be  dismissed,  the 
absence  of  a coherent  and  consistent  causal  priority  within 
a list  of  factors  as  well  as  the  uncritical  endorsement  of 
primary  health  care  renders  such  articulations  both 
atheoretical  and  eclectic,  hence  nourishing  the 
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mystification  surrounding  the  feasibility  of  the  primary 
health  care  approach  in  the  Third  World.  Can  universal 
coverage  be  realized  in  sociocultural  systems  that  are  based 
on  differential  access  to  resources?  Is  it  possible  to 
foster  community  involvement  when  popular  participation  and 
critical  thinking  are  silenced?  Given  the  predicament  of  the 
Third  World,  is  primary  health  care  a viable  approach  to 
health  and  health  care  services? 

Recalling  the  aforementioned  comprehensive-selective 
debate,  the  feasibility  of  the  primary  health  care  approach 
in  the  Third  World  was  postulated  as  a function  of 
"resources"  and  "political  commitment."  For  the 
selectivists , scarce  resources  constitute  a major  limitation 
on  the  implementation  of  a comprehensive  package  of  health 
care  services.  For  the  comprehensivists , primary  health  care 
evolves  within  the  existing  sociocultural  conditions  and 
requires,  first  and  foremost,  political  commitment  in  terms 
of  allocating  available  resources  towards  that  end. 
Unfortunately  for  the  former,  Saudi  Arabia,  comparatively 
speaking,  does  not  seem  to  suffer  from  economic  constraints 
on  the  implementation  of  the  primary  health  care  approach. 
Equally  unfortunately  for  the  latter,  Saudi  Arabia  is 
considered  to  be  politically  committed  as  far  as  the  stated 
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policy  and  the  allocation  of  adequate  resources  to  the 
primary  health  care  network  are  concerned.  As  will  be  shown 
in  this  chapter  however,  the  Saudi  Arabian  version  of 
primary  health  care  shares  only  the  vernacular  with  the 
Alma-Ata  Declaration  of  1978.  In  actuality,  primary  health 
care  services  in  Saudi  Arabia  are  fast  becoming  second-rate 
medical  care  for  the  poor  along  the  lines  of  the  Western 
model  of  medicine,  the  very  model  primary  health  care  is 
supposed  to  replace. 

In  investigating  the  disparity  between  governmental 
policy  as  mandated  by  the  Saudi  Ministry  of  Health  and  the 
actual  implementation  of  primary  health  care  services,  the 
breakdown  between  philosophy,  policy,  and  implementation,  I 
argue,  is  rooted  in  the  inherent  contradictions  between  the 
egalitarian,  community  empowering,  and  sociocultural 
restructuring  principles  of  primary  health  care  on  the  one 
hand,  and  the  authoritarian  axioms  around  which  the  Saudi 
Arabian  political  system  revolves,  on  the  other.  Rather  than 
technicalizing  the  issues  (cf.  al-Mazrou  et  al . 1990;  Sebai 
1985;  WHO  1987),  first,  I present  an  overview  of  the 
development  of  primary  health  care  in  Saudi  Arabia.  Next,  I 
scrutinize  its  implementation  as  manifest  through  the 
functioning  of  al-Watan  primary  health  care  center.  My 
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discussion,  moreover,  revolves  around  the  pronounced  pillars 
of  the  primary  health  care  approach  to  health  and  health 
care  services  in  the  Third  World- -Equity , multi-sectoral 
collaboration,  and  community  involvement. 

Field  Research  and  Methodology 

Field  research  was  conducted  between  July  of  1991  and 
June  of  1992  (Muharram  to  Dul-Hijjah  of  1412H)  in  Jeddah, 
Saudi  Arabia. 

Jeddah,  the  research  site,  is  situated  in  the  Western 
province  of  al-Hejaz  on  the  shores  of  the  Red  Sea.  Since 
early  times,  it  has  been  not  only  a point  of  contact  with 
the  outside  world,  but  also  the  key  point  of  entry  for 
Muslim  pilgrims  to  the  holy  places  in  Makkah  and  Madina. 
Located  at  the  cross  roads  of  trade,  Jeddah  was  historically 
the  hub  of  the  Arabian  Peninsula  and  continues  to  the 
present  day  to  be  the  commercial  and  economic  heart  of  Saudi 
Arabia.  Its  population  grew  from  381,000  inhabitants  in  1970 
to  nearly  one  million  people  in  1990  (al-Ghamdi  1980; 
Ministry  of  Health  1990) . Due  to  its  urban  character  and 
commercial  significance,  people's  choices  of  health  care 
services--at  least  in  abstract - -are  numerous  and  varied.  In 
1990,  Jeddah  accommodated  37.5%  of  the  country's  private 
hospitals,  19%  of  private  clinics,  6.7%  of  public  hospitals 
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and  6%  of  the  total  number  of  primary  health  care  centers 
administered  by  the  Ministry  of  Health  (Ministry  of  Health 
1990) . Additionally,  hospitals  of  the  Armed  Forces,  the 
National  Guard,  and  the  University  provide  a host  of  health 
care  services  primarily  to  their  personnel  and  their 
dependents.  Rehabilitative  services  are  provided  through  six 
gender  segregated  institutions  (al-Nashiri  and  Hijan  1990) . 
Prosthetic  services,  furthermore,  are  provided  by  Malckah 
Medical  Rehabilitation  Centre  which  was  established  in  1978 
to  serve  the  Western  region  (al-Turaiki  and  al-Falahi  1992) . 

This  study  is  a product  of  a broader  endeavor  exploring 
the  level  and  the  determinants  of  accessibility  and 
utilization  of  the  essential  components  of  primary  health 
care  recommended  by  the  Alma-Ata  Declaration  of  1978.  Al- 
Watan  primary  health  care  center  and  its  community  of 
beneficiaries  constituted  the  focus  of  the  study. 
Additionally,  eleven  other  primary  health  care  centers  were 
selectively  studied  in  relation  to  disablement,  community 
participation,  multi-sectoral  collaboration,  and 
standardization  of  data  collection,  reporting  and 
evaluation  procedures. 

Al-Watan  primary  health  care  center  serves  a community 
of  an  estimated  21,000  persons  constituting  about  3,000 
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households,  of  whom  83%  are  Saudi  nationals.  With  an  average 
size  of  seven  persons  per  household,  over  50%  of  the 
population  are  younger  than  fifteen  years  old  while  less 
than  2%  are  sixty- five  years  of  age  or  older.  Figure  4-1 
shows  the  percentage  of  the  population  in  terms  of 
nationality,  gender  and  age. 

Modeled  after  the  Alma-Ata  Declaration,  health  related 
services  are  provided  through  gender  segregated  departments. 
These  include  Dentistry,  Mother  and  Child  Care,  General 
Medicine,  Childrens'  Medicine,  Laboratory,  Pharmacy, 
Environmental  Health,  and  Social  services  (figure  4-2) . 
Operating  six  days  per  week,  working  hours  are  divided  into 
two  shifts;  From  Saturday  to  Wednesday,  the  morning  shift 
commences  at  7:30  a.m.  and  ends  at  1:00  p.m.  while  the 
afternoon  shift  is  between  4:00  p.m.  and  7:00  p.m..  On 
Thursdays,  the  primary  health  care  center  functions  during 
the  morning  shift  only.  Table  4-1  shows  the  categories  of 
personnel  at  this  primary  health  care  center. 

Systematic  information  was  collected  through 
participant  observation,  informal  and  semi-structured 
interviews  and  accessible  health  reports,  records  and 
registers . 
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Figure  4-1:  The  Population  served  by  al-Watan  Primary  Health 
Care  Center  (1991-1992) . 

Source:  Ministry  of  Health  (1992) . 
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Figure  4-2:  Average  Annual  Visits  to  Primary  Health  Care 
Centers . 

Source:  Ministry  of  Health  (1992) . 
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Table  4-1:  Categories  of  Personnel  Working  in  al-Watan 
Primary  Health  Care  Centers  (1991-1992)  . 


Description 

Saudi 
M F 

Non- 

M 

Saudi 

F 

Total 

Administrators 

4 - 

- 

- 

4 

Dentists 

- 

1 

- 

1 

Health 

Technicians 

1 

1 

_ 

2 

Laboratory 

Technicians 

1 

2 

1 

4 

Nurses 

1 

4 

7 

12 

Pharmacists 

- 

3 

- 

3 

Physicians 

1 

1 

5 

1 

8 

Rehabilitative 

Technicians 

- 

_ 

_ 

_ 

Social  Workers 

1 

- 

- 

1 

Other 

7 

3 

- 

- 

10 

Total 

16 

4 

16 

9 

45 

135 


In  the  anthropological  tradition,  participant 
observation  denotes  a strategy  for  gathering  information 
where  researchers  live  in  the  community,  monitor  and 
document  patterns  of  behavior,  and  conduct  interviews 
(Bernard  1988) . In  addition  to  being  a native 
anthropologist,  I have  strong  ties  to  the  community  and 
periodically  took  part  in  the  functioning  of  the  primary 
health  care  center  under  consideration. 

A sample  of  twenty-nine  medical  and  administrative 
personnel,  201  household-heads  of  primary  health  care  users, 
fifty-three  household-heads  of  primary  health  care  non- 
users, and  one  traditional  healer  were  interviewed.  Eighty- 
two  percent  of  the  sampled  interviewees  are  Saudi  nationals 
and  81%  are  frequent  users  of  the  primary  health  care  center 
(table  4-2  and  4-3) . Interviews  covered  issues  ranging  from 
perceptions  of  the  effectiveness  and  impact  of  the  primary 
health  care  approach  for  delivering  total  health  care 
services,  to  the  obstacles  and  constraints  hindering  the 
delivery  and  quality  of  services,  to  comparisons  between 
commercial  and  public  health  care  institutions,  to  views  on 
the  involvement  of  both  the  community  and  personnel  in  the 
decision-making  process,  and  suggestions  and  recommendations 
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Table  4-2:  Selected  Characteristics  of  Interviewees  and 
Their  Households. 


# Households 

Income^ 

Size^ 

Age'^ 

Gender'^ 

F 

(%) 

M Saudi (%) 

Illiterate 

56 

4104 

8 

50 

216  (48) 

234  (52) 

49  (88) 

Elementary 

65 

4412 

8 

40 

235  (46) 

273  (54) 

59(91) 

Intermediate 

28 

6561 

8 

40 

103  (46) 

121(54) 

25  (89) 

Secondary 

40 

8138 

7 

39 

153  (53) 

137  (47) 

39  (98) 

College 

56 

8167 

6 

37 

174  (54) 

147  (46) 

42  (75) 

Graduate 

a TV 

9 

8168 

6 

39 

33 (61) 

21  (39) 

8 (89) 

^ = Average  monthly  combined  household  income  in  Saudi 


Riyals  (US$1  = SR3.75). 

= Average  household  size. 

^ = Average  age  of  interviewees . 

= Gender  composition  of  Interviewees'  households. 
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Table  4-3:  Sampled  Primary  Health  Care  Personnel. 


Description 

Saudi 
M F 

Non- 

M 

Saudi 

F 

Total 

Administrators 

3 

- 

- 

3 

Dentists 

- 

1 

- 

1 

Health 

Technicians 

1 

- 

- 

1 

Laboratory 

Technicians 

1 

1 

- 

2 

Nurses 

1 

4 

6 

11 

Pharmacists 

- 

1 

- 

1 

Physicians 

1 

1 

4 

1 

7 

Rehabilitative 

Technicians 

- 

- 

- 

_ 

Social  Workers 

1 

- 

- 

1 

Other 

2 

- 

- 

2 

Total 

10 

1 

13 

5 

29 
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for  the  improvement  and  expansion  of  the  services  they 
provide  to  the  community. 

Finally,  the  "activities  and  services"  documents- -Plans 
of  Action,  At  Risk  and  Referral  registers.  Health  Education 
registers,  and  Monthly  Statistical  returns- -were  examined. 
Family  Health  Records  were  found  to  be  incomplete  and  poorly 
recorded,  thus  have  not  been  used  in  this  study. 

In  addition  to  the  generally  acknowledged  paradigmatic, 
time,  and  financial  constraints  (Bernard  1988) , this 
research  was  further  restrained  by  Saudi  Arabia's 
sociocultural  milieu:  Research  was  conducted  during  and 
immediately  after  the  official  end  of  the  Iraqi-Kuwaiti 
crisis  of  1990  when  the  hypersensitivity  of  the  Saudi  regime 
was  at  its  zenith.  Three  limitations  should  be  noted. 

First,  I utilized  purposive- -that  is  non-probability- - 
samples  (Bernard  1988) . Al-Watan  primary  health  care  center 
as  well  as  the  other  eleven  centers  were  selected  on  the 
basis  of  my  accessibility  to  information,  personnel,  and 
patients.  Assuming  that  all  members  of  the  community 
utilize,  albeit  differentially,  the  services  of  al-Watan 
primary  health  care  center,  the  sample  of  users  and  non- 
users was  selected  as  follows.  A 95%  probability  sample  with 
a 5%  confidence  interval  resulted  in  a random  sample  of  173 
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working-days  (N  = 312)  during  the  research  period.  A random 
sample  of  341  interviewees  was  ideally  necessary  [1] . On 
each  of  the  randomly  selected  days,  a minimum  of  one  person 
per  working  shift  was  selected  on  the  basis  of  their 
willingness  to  be  interviewed.  Out  of  the  desired  sample  of 
341  interviewees,  140  persons  declined  to  be  interviewed. 

The  sample  of  non-users  was  a judgment  one  where  I 
interviewed  fifty- three  persons,  whom  I either  personally 
knew  or  was  referred  to  by  someone  else.  Similarly,  the 
sample  of  the  twenty-nine  persons  working  in  al-Watan 
primary  health  care  center  was  based  on  their  willingness  to 
be  formally  interviewed.  However,  many  of  the  medical  as 
well  as  the  administrative  personnel  of  the  twelve  primary 
health  care  centers  informally  shared  their  views,  comments, 
and  insights.  Finally,  out  of  three  traditional  healers 
known  to  me,  only  one  was  interviewed.  Others  suspected  my 
motives  and  affiliation  with  al-Watan  primary  health  care 
center . 

Recognizing  the  problem  of  generalization  beyond  my 
samples,  I am  confident  that  my  extensive  ethnographic 
experience  coupled  with  the  utilization  of  available  studies 
and  health  care  statistics  enhance  the  credibility  of  my 
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contentions  and  findings,  which  I believe  approximate  the 
actual  situation  of  primary  health  care  in  Saudi  Arabia. 

Second,  Islam,  tradition,  and  the  enforced  gender 
segregation  colluded  against  a fair  representation  of 
women's  views,  attitudes,  and  perceptions.  Aside  from  two 
physicians  and  six  nurses,  all  interviewees  were  men. 

Third,  interviews  were  considered  as  a form  of 
discourse  where  neither  the  context  was  controlled  nor 
questions  were  standardized  (Mishler  1986) . However, 
interviews  were  semi-structured  in  terms  of  the  topics  and 
issues  discussed  (Bernard  1988)  . While  205  interviews  were 
conducted  in  a socially  pleasant  atmosphere  at  the 
informants'  dwellings,  the  remainder  took  place  at  the 
primary  health  care  center.  Each  interview  lasted  for  an 
average  of  sixty-five  minutes. 

An  Overview  Of  Primary  Health  Care  In  Saudi  Arabia 
Since  the  evolution  of  Saudi  Arabia's  sociocultural 
system  has  been  touched  upon  earlier,  suffice  it  to  say  that 
the  character  and  content  of  its  health  care  system  have 
been  shaped,  in  large  measure,  by  the  wealth  derived  from 
the  oil -based  economy  of  the  country.  The  public  health  care 
system  was  formally  established  in  1950  [2]  with  "free  of 
charge"  institutions  providing  predominantly  curative 
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services  through  a network  of  urban-based  hospitals  and 
rural  dispensaries,  preventive  care  through  health  offices 
and  maternal  and  child  care  centers,  and  vertical  programs 
carried  out  jointly  with  the  World  Health  Organization 
(McHan  1988;  Sebai  1985,  1987;  Swailem  1988). 

Generally  speaking,  Saudi  Arabia  is  divided  into 
nineteen  health  regions  in  which  thirteen  different 
governmental  agencies  [3] , in  addition  to  the  private 
sector,  provide  an  array  of  health  care  services  along  the 
Western  model  of  medicine:  cure-oriented,  urban-based  and 
technology- intensive  (Mchan  1988;  Ministry  of  Health  1992; 
Sebai  1984,  1987;  WHO  1987) . The  Ministry  of  Health  bears 
the  greatest  responsibility  not  only  for  setting  the  general 
policies  of  the  national  health  care  system,  but  also  for 
providing  the  majority  of  health  care  services.  In  1992  for 
example  (table  4-4),  the  Saudi  government  contributed  74% 
and  79%  of  the  total  number  of  hospitals  and  health  care 
centers,  respectively.  Moreover,  71%  of  physicians,  81%  of 
nurses,  and  85%  of  health  technicians  were  employed  in  the 
public  health  sector  (Ministry  of  Health  1992) . 
Rehabilitative  services,  moreover,  are  independently 
provided  by  more  than  thirty  governmental  and  philanthropic 
institutions  under  the  auspices  of  the  ministries  of  Health, 
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Table  4-4:  Selected  Categories  of  Health  Care  Resources  in 
Saudi  Arabia  (1992) . 


Minstry 

of  Health 

Private 

Sector 

Other® 

Total 

Hospitals 

170 

(62%) 

72 

(26%) 

32  (12%) 

274 

Health 

Centers 

1702 

(79%) 

464 

(21%) 

— 

2166 

Beds 

26878 

(65%) 

6988 

(17%) 

7285  (18%) 

41151 

Physicians 

13900 

(53%) 

7530 

(29%) 

4721  (18%) 

26151 

Nurses 

32229 

(60%) 

10216 

(19%) 

11422  (21%) 

53867 

Health 

Technicians 

17195 

(61%) 

4319 

(15%) 

6806  (24%) 

28320 

^ = Other  governmental  agencies. 
Source:  Ministry  of  Health  (1992). 
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Defense,  Education,  and  Labor  and  Social  Welfare  (al-Nashiri 
and  Hijan  1990;  al-Turaiki  and  al-Falahi  1990)  . Though 
ideologically  stigmatized,  traditional  medicine  seems  to 
function  in  conjunction  with  Western  forms  of  treatment 
(Gupta  and  Chowdhury  1987;  Moloney  1982) . 

In  1978,  Saudi  Arabia  made  a long-range  commitment  to 
the  primary  health  care  approach  to  health  and  health  care 
services  (Dodd  1986;  al-Mazrou  et  al . 1990;  Sebai  1987, 

1988;  WHO  1987) . In  1980  a ministerial  decree  called  for  the 
consolidation  of  the  existing  dispensaries,  health  offices, 
and  maternal  and  child  care  centers  into  an  administratively 
integrated  unit,  thus  paving  the  way  towards  the  initiation 
of  primary  health  care.  A one-year  pilot  project  was 
launched  in  late  1983  to  ascertain  its  cultural  viability 
and  social  acceptability;  A "model"  health  care  center  was 
established  in  each  of  the  eleven  health  regions  of  Saudi 
Arabia  where  the  components  and  principles  of  primary  health 
care  were  implemented  and  performance  was  subsequently 
evaluated.  According  to  the  Saudi  Director-General  of  Health 
Centers,  primary  health  care  was  found  to  be  "suitable"  and, 
taking  the  technical  and  financial  feasibility  for  granted, 
"the  experience  was  dissipated  to  all  the  existing  health 
centers"  in  the  country  [4]  (al-Mazrou  et  al . 1990;  Sebai 
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1990;  Swailem  1988) . The  wealth  generated  during  the  1970s 
enabled  the  implementation  of  a primary  health  care  network 
throughout  Saudi  Arabia  on  an  unprecedented  scale . Though 
the  percentage  devoted  to  primary  health  care  cannot  be 
accurately  estimated,  the  budget  of  the  Ministry  of  Health 
(figure  4-3)  increased  from  2.8%  (177  Million  Saudi  Riyals) 
of  the  total  governmental  budget  in  1970,  to  4.1%  (SR10,743 
Million)  in  1984,  to  5.2%  (SR10,283  Million)  in  1992  (Mchan 
1988;  Ministry  of  Health  1992;  Sebai  1984).  The  number  of 
primary  health  care  centers  flourished  from  519  centers  in 
1970,  to  1119  centers  in  1984,  and  reached  1702  centers  in 
1992  (Ministry  of  Health  1992;  Sebai  1987).  Table  4-5 
demonstrates  the  development  of  the  primary  health  care 
network  in  Saudi  Arabia. 

In  addition  to  the  provision  of  promotive,  preventive, 
and  curative  health  care  services,  51.6%  of  primary  health 
care  centers  in  the  Kingdom  are  equipped  with  laboratories 
and  40.6%  provide  dental  treatments  (Ministry  of  Health 
1992) . During  the  research  period,  the  kingdom's  primary 
health  care  network  received  a total  of  49,667,403  visits  of 
which  86.5%  were  for  common  diseases  and  minor  injuries, 

7.9%  for  maternal  and  child  care,  and  5.6%  for  dentistry 
(Ministry  of  Health  1992:60-65) . While  referral  to  secondary 
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Figure  4-3:  Allocations  to  the  Ministry  of  Health  in 

Relation  to  Total  government  budget  (1984-1992)  . 
Source:  Ministry  of  Health  (1988,  1989,  1990,  1991,  1992) . 
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Table  4-5:  Development  of  Primary  Health  Care  Personnel  in 


Saudi 

Arabia 

(1988-1994 

) . 

Category 

1988 

1989 

1990 

1991 

1992 

# Centers 

1477 

1639 

1668 

1692 

1702 

Administrators 

1116 

1355 

1701 

1707 

1639 

Dentists 

456 

518 

560 

631 

625 

Nurses 

6670 

7653 

8062 

8107 

8614 

Physicians 

2948 

3513 

3739 

3748 

3744 

Health 

Technicians 

3539 

3922 

4153 

4253 

4336 

Other  Technicians 

6530 

8271 

11867 

11708 

12086 

Source:  Ministry 

of  Health  (1988, 

1989,  1990, 

1991, 

1992)  . 
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institutions  represented  3.8%  of  the  total  annual  visits, 
disablement-related  services  and  referral  to  rehabilitative 
institutions  were  non-existent  (Madani  and  Phillips  1993; 
Ministry  of  Health  1992,  1991,  1990,  1989,  1988) . Figure  4-4 
depicts  the  distribution  of  patients'  visits  between  1988 
and  1992. 

Is  it  reasonable  to  conclude  that  the  Saudi  Arabian 
primary  health  care  network  is  adequately  equipped  in  terms 
of  human,  financial,  and  technical  resources,  thus 
confirming  the  regime's  political  commitment  to  the  primary 
health  care  approach?  Aside  from  some  "technical" 
inconveniences,  the  World  Health  Organization  (1987)  asserts 
that  not  only  does  the  Saudi  Arabian  health  care  policy  both 
conform  with,  and  is  committed  to,  the  quintessence  of  the 
primary  health  care  approach,  but  also  claims  that  90%  of 
the  population- -100%  urban  and  78%  rural- -are  covered  by 
health  care  services.  Jointly  with  the  World  Health 
Organization  moreover,  the  Saudi  Ministry  of  Health 
conducted,  in  1988  and  1989,  evaluations  of  the  progress  of 
primary  health  care  in  the  Kingdom.  The  outcome  echoed  the 
sentiment  that  Saudi  Arabia  is  steadily  progressing  in  the 
implementation  of  the  primary  health  care  approach  and,  to 
repeat  Dodd's  (1986:342)  words,  "will  achieve  health  for  all 
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Figure  4-4:  Patients'  Visits  to  Primary  Health  Care  Centers 
In  Saudi  Arabia  (1988-1992) . 

Source:  Ministry  of  Health  (1988,  1990,  1992). 
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by  the  year  2000."  Referring  to  the  health  care  system  in 

Saudi  Arabia,  conclude  Searle  and  Gallager  (1983:678): 

If  one  would  agree  that  need-satisfaction,  equity, 
and  a rational  use  of  resources  are  desiderata  of 
a health  care  system,  then  Saudi  Arabia  would  seem 
to  be  on  target . 

Equity 

Whether  a principal,  pillar,  or  a virtuous  objective, 
equity  exemplifies  the  moral  dimension  of  the  primary  health 
care  approach  to  health  and  health  care  services.  Espousing 
equity  is  an  unequivocal  acknowledgement  of  the  globally 
existing  sociocultural  inequalities  characteristic  of 
stratified  societies.  Aside  from  the  purely  biological, 
embracing  equity  suggests  that  a great  deal  of  the  flagrant 
disparities  between  the  health  status  of  individuals, 
communities,  and  nations  are  both  controllable  and  avoidable 
(Macdonald  1993;  Whitehead  1991)  . Hence,  highlighting  the 
econo-political  aspects  of  health  and  health  care  systems: 
While  it  is  unrealistic  "to  achieve  a situation  where 
everyone  in  the  population  has  the  same  level  of  health" 
(Whitehead  1991:219),  the  intrinsic  link  between  the 
infrastructure,  structure,  and  superstructure  on  the  one 
hand,  and  health  status  on  the  other,  is  well  recognized 
(Wilkinson  1991,  1992) . In  so  being,  equity  situates  health 
and  health  care  systems  in  the  socio-political  domain 
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without  dismissing  the  technical  sphere.  I shall  return  to 
this  issue  in  due  course. 

At  the  superstructure!  level,  the  official  Saudi 

Arabian  version  of  primary  health  care  grants  that: 

Equity  means  services  to  all  and  more  services  to 
the  needy  and  vulnerable  i.e.  while  continuing  to 
provide  essential  health  care  for  all  the 
population  irrespective  of  social,  economical  and 
cultural  preferences,  extended  care  is  to  be 
provided  to  the  "high  risk"  groups  in  the 
community  either  within  the  health  centers  or 
through  the  health  centers  in  a higher  level  of 
care  (al-Mazrou  et  al . 1990:18). 

How  well  does  this  policy  statement  translate  into  actual 

practice?  Three  interrelated  issues  must  be  considered: 

Availability,  accessibility,  and  utilization  of  primary 

health  care  services. 

According  to  the  World  Health  Organization  (1981:26), 

availability  of  primary  health  care  services  refers  to  the: 

ratio  between  the  population  of  an  administrative 
unit  (district , etc . ) and  the  health  facilities  and 
personnel  assigned  to  it  (e.g.,  population  per 
health  centre,  doctor,  traditional  birth 
attendant) . 

As  indicated  earlier,  al-Watan  primary  health  care  center 
serves  a potential  population  of  21,000  persons  constituting 
about  3,000  households  of  whom  83%  are  Saudi  nationals. 

Table  4-6  compares  al-Watan  primary  health  care  center  to 
the  health  district  of  Jeddah  and  the  country  at  large. 
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Table  4-6:  Comparison  of  Availability  of  Primary  Health  Care 
Services  in  Saudi  Arabia  (1992) . 


Category 

A1 

-Watan 

Jeddah 

Nation 

Primary  Health 
Care  Centers 

1 : 

21,000 

1 

: 9,007 

1 

: 7,896 

Dentists 

1 : 

21,000 

1 

: 19,738 

1 

: 21,502 

Health 

Technicians 

1 : 

10,500 

1 

: 14,272 

1 

: 11,428 

Laboratory 

Technicians 

1 : 

5,250 

1 

: 7,248 

1 

: 9,767 

Nurses 

1 : 

1,750 

1 

: 1,348 

1 

: 1,560 

Pharmacists 

1 : 

7,000 

1 

: 8,920 

1 

: 9,262 

Physicians 

1 : 

2,625 

1 

: 3,278 

1 

: 3,589 

Population  estimates  are  as  follows: 

al-Watan  primary  health  care  center  21,000  persons, 
Jedda  District  927,682  persons, 
Saudi  Arabia  13,439,000  persons. 


Source:  Ministry  of  Health  (1992a,  1992b,  1992c). 
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Aside  from  the  size  of  the  population  served,  al-Watan 
primary  health  care  seems  to  approximate  the  over  all 
situation  in  Saudi  Arabia.  However,  in  the  absence  of 
"specific,  quantified,  time-scheduled  targets"  (WHO 
1987:134),  the  significance  of  the  aforementioned 
proportions  is  drastically  diminished  except  in  the  orb  of 
cross-cultural  comparisons. 

For  a moment,  allow  me  to  simplistically  define 
"availability"  as  the  mere  existence  of  primary  health  care 
services  in  a given  setting.  In  the  abstract,  it  could  be 
assumed  (but  not  substantiated)  that  all  of  the  population 
enjoy  unfettered  access  to  al-Watan  primary  health  care 
center.  Even  "foreign  guests"  are  welcome:  Theoretically 
speaking,  the  only  restriction  on  non-Saudi  nationals  is 
that  an  employer  of  more  than  forty  expatriates  must  provide 
health  care  services  through  the  private  sector.  In  the 
words  of  the  Director  of  al-Watan  primary  health  care 
center : 

Our  doors  are  open  to  anyone  with  a health 
problem.  Saudis  or  not,  we  provide  services  on  a 
f irst-come-f irst-served  basis.  In  my  seven-year 
tenure  with  the  Ministry  of  Health,  the  only 
variations  I can  recall  are  those  during  the  Gulf 
war  and  the  meningitis  break  of  1991  when  I was 
instructed  [verbally  of  course]  to  give  priority 
to  Saudi  citizens.  Foreigners  were  expected  to 
seek  the  private  sector.  However  and  as  you 
witnessed  during  your  work  with  us,  we 
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accommodated  as  many  [foreigners]  as  we  possibly 
can.  We  are  humans  after  all.  Can  you  rebuff  a 
person  in  need?  Our  Islamic  faith,  our  Arab 
traditions,  and  our  bedouin  ideals  compel  us 
otherwise . 

Granted  the  above  deposition,  one  may  be  inclined  to  infer 
that  primary  health  care  services  are  available  to  all 
members  of  the  community  within  the  catchment  area  of  al- 
Watan  primary  health  care  center.  However  and  more 
fruitfully  I believe,  availability  of  primary  health  care 
services  must  be  situated  within  the  context  of 
accessibility  and,  subsequently,  utilization  of  these 
services.  As  Atkin  et  al . (1985)  have  aptly  argued,  the 

establishment  of  health  care  services  in  the  remotest, 
poorest  and  most  inaccessible  areas  of  a given  community 
does  not  guarantee  either  accessibility  or  utilization. 

Accessibility  to  primary  health  care  services, 

postulates  the  World  Health  Organization  (1981:26),  is  the: 

number  or  proportion  of  a given  population  that 
can  be  expected  to  use  a specified  facility, 
service,  etc.,  given  certain  barriers  to  access, 
which  may  be  physical  (distance,  travel  time) , 
economic  (travel  cost,  fee  charged),  or  social  and 
cultural  (caste  or  language  barriers) . 

A consequence  of  the  so-called  Arabian  Gulf  crisis  of  1990 

was  the  intensification  of  the  Saudi  government's  hostility 

towards  social  research  (Madani  and  Phillips  1990,  1993)  . As 

a result  it  was  impossible  to  ascertain  the  number  or 


154 


proportion  of  the  studied  population  who  have  actual  access 
to  al-Watan  primary  health  care  center. 

The  Gulf  crisis  notwithstanding,  impediments  to 
accessibility  of  health  care  services  are  numerous  and 
varied.  In  their  study  of  the  Bicole  region  of  the 
Philippines,  Atkin  et  al . (1985)  addressed  such  barriers: 

Direct  and  indirect  cash  costs;  nonpecuniary  costs;  income, 
gender  and  education;  local  knowledge  and  beliefs;  and 
urbanization,  seasonality,  and  demographics.  Differently 
categorized,  accessibility  to  primary  health  care  services 
can  be  seen  as  a function  of  infrastructural,  structural  and 
superstructural  factors  where  the  infrastructure  is  the 
primary  causal  determinant . 

The  first  set  of  factors  relates  to  the  prevailing 

beliefs,  attitudes,  perceptions,  viewpoints,  etc  . . . that 

may  hinder  or  promote  access  to  primary  health  care 

services.  For  the  Saudi  Ministry  of  Health,  accessibility: 

. . . could  only  be  achieved  by  improving  the 

image  of  the  health  delivery  outlets  at  all  levels 
in  the  minds  of  the  people  through  a better 
humanitarian  approach  of  courtesy,  professional 
dignity  and  decency  (al-Mazrou  et  al . 1990:5) . 

More  than  a decade  ago,  al-Ghamdi's  (1980:46)  study  of  400 

users  of  the  then  infant  primary  health  care  system  in 

Jeddah-  Saudi  Arabia  concluded  that  "29  percent  of  the 
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respondents  rated  the  services  as  excellent,  37  percent 
above  average,  25  percent  average,  and  less  than  5 percent 
below  average."  Has  the  public's  image  of  the  health  care 
system  deteriorated  to  the  point  that  the  Deputy  Minister  of 
Executive  Affairs  of  the  Ministry  of  Health  acknowledges, 
albeit  tacitly,  the  existence  of  such  a barrier? 

In  order  to  elicit  attitudes  of  the  users  of  al-Watan 
primary  health  care  center,  interviewees  were  asked  1)  to 
express  their  "opinion"  regarding  the  location  of  the 
facility,  courtesy  of  the  staff,  neatness  and  cleanliness  of 
the  center,  waiting- time , working-hours,  efficacy  of 
diagnosis  and  treatment,  availability  of  medicines,  adequacy 
of  material  and  human  resources,  and  adeptness  of  the 
laboratory  services;  and  2)  to  appraise  the  services 
received  in  general.  Table  4-7  presents  the  interviewees 
responses . 

Informants'  accuracy  and  its  determinants  (Bernard  et 
al . 1984)  aside,  the  "Overall"  responses  in  (A)  and  (B) 
taken  together  indicate  that  70%  (140)  of  interviewees  hold 
a favorable  image  of  al-Watan  primary  health  care  center. 

Add  to  this  the  responses  in  (C) , an  astounding  91%  (183)  of 
interviewees  seem  to  endorse  the  primary  health  care  system. 
While  these  figures  may  appear  to  undermine  my  contentions. 
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Table  4-7:  Users'  Attitudes  Towards  Primary  Health  Care 
Services  (1992) . 


Category 

A 

B 

C 

D 

E 

(Percentage) 

Location  of 

Facility 

103 

56 

10 

32 

0 

(51) 

(28) 

(5) 

(16) 

(0) 

Courtesy  of  Staff 

19 

157 

21 

2 

2 

(10) 

(78) 

(10) 

(1) 

(1) 

Neatness  & 

Cleanliness 

32 

132 

32 

2 

3 

(16) 

(66) 

(16) 

(1) 

(1) 

Waiting  Time 

20 

42 

92 

44 

3 

(10) 

(21) 

(46) 

(22) 

(1) 

Working  Hours 

8 

85 

46 

56 

6 

(4) 

(42) 

(23) 

(28) 

(3) 

Efficacy  of 

Diagnosis 

26 

108 

31 

32 

4 

(13) 

(53) 

(16) 

(16) 

(2) 

Availability  of 

Medicines 

19 

116 

47 

12 

7 

(10) 

(58) 

(23) 

(6) 

(3) 

Adequacy  of 

Resources 

15 

70 

66 

13 

37 

(8) 

(35) 

(33) 

(6) 

(18) 

Adeptness  of 
Laboratory  Services 

13 

110 

38 

8 

32 

(6) 

(55) 

(19) 

(4) 

(16) 

Overall  Rating 

52 

88 

43 

17 

1 

(26) 

(44) 

(21) 

(8) 

(1) 

A = Excellent  or  very,  very  good  (Mumtaz  or  iaivd  ieddan 
i eddan) . 

B = Good  ( Jaivd,  kuwavis  or  tavib) . 

C = Acceptable  (Magboul  or  la  ba' s) . 

D = Dismal  (Sav' i) . 

E = Do  not  know  (la  a'rif  or  ma  indi  khabar) . 
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such  findings,  at  face  value  at  least,  dismiss  the 
aforementioned  official  postulation  that  public  opinion 
underlies  the  difficulties  facing  the  primary  health  care 
system. 

Assuming  that  responses  in  (A)  and  (B)  of  table  4-4  are 
reasonable  indicators  of  a "positive"  public  perception,  the 
decrease  in  the  percentage  of  most  categories  in  comparison 
with  the  "Overall"  perception  draws  attention  to  the 
potential  obstacles  facing  primary  health  care  services  in 
general  and  that  of  al-Watan  in  particular:  While  70%  of 
interviewees  considered  the  received  health  services  good 
and  excellent,  only  31%  praised  wait ing-time , 43%  thought 
that  human  and  material  resources  were  adequate,  46% 
regarded  working  hours  sufficient,  61%  applauded  adeptness 
of  laboratory  services,  and  66%  and  68%  hailed  the  efficacy 
of  diagnosis  and  availability  of  medicines  respectively. 

Comparably,  users'  suggestions  and  recommendations  for 
the  improvement  of  al-Watan  primary  health  care  center  point 
towards  the  material  deterrents  of  accessibility.  While  48% 
(97)  interviewees  declined  to  comment  [5],  16%  (17)  of  the 
remaining  104  interviewees  expressed  the  desire  for  a 
twenty-four-hour  emergency  services;  25%  (26)  requested  a 
change  from  the  existing  afternoon  working  hours  (4:00  to 
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7:00  pm.)  to  the  perceived  more  flexible  time-frame  of  5:00 
to  9:00  pm.,  the  addition  of  an  afternoon  shift  on 
Thursdays,  and  the  inclusion  of  at  least  a morning  shift  on 
Fridays;  27%  (28)  hoped  for  the  expansion  of  the  medical 
staff  to  include  an  Ear-nose-throat  specialist  as  well  as  a 
female  gynecologist  and  a dentist;  48%  (50)  considered  the 
updating  of  laboratory  and  dental  equipment  necessary;  and 
48%  (50)  postulated  other  recommendations  including  the 
adoption  of  appointments  instead  of  the  current  practice  of 
first-come  first-served  (23%) , the  automation  of  the  filing 
system  (15%) , and  the  expansion  of  the  parking  space  (12%) 

[6] . Along  similar  lines,  table  4-8  depicts  interviewees' 
reasons  for  utilizing  al-Watan  primary  health  care  center. 

Perceptions  of  non-users- -properly  speaking,  selective 
users  [7] --of  primary  health  care  services  portray  a less 
favorable  picture  (table  4-9).  Compared  to  the  astonishing 
91%  acceptance  rate  of  al-Watan  primary  health  care  center 
(responses  A,  B,  and  C of  the  "Overall"  category  in  table  4- 
4),  75%  of  the  selective  users  felt  the  same.  Although  none 
of  the  fifty-three  interviewees  in  this  sample  regarded  al- 
Watan'  s primary  health  care  services  as  excellent,  a total 
of  30%  can  be  said  to  hold  a positive  image  of  primary 
health  care  in  particular  and  the  public  health  system  in 
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Table  4-8:  Users'  Reasons  for  Utilization  of  al-Watan 
Primary  Health  Care  Center  (1992) . 


Category 

Respondents^ 

% Respondents 

Failure  of  Other 

Alternatives'^ 

22 

11% 

Free  of  Charge 

67 

33% 

Absence  of  Other 

Alternatives 

12 

6% 

Proximity  to  Household 

139 

69% 

Satisfaction  with  Diagnosis 
and  Treatment 

94 

47% 

^ = Since  an  interviewee  may  specify  more  than  one  reason, 
numbers  and  percentages  do  not  add  up  to  N = 201  and  100% 
respectively. 

= Referring  primarily  to  traditional  medicine. 


160 


Table  4-9:  Non-Users'  Attitudes  Towards  Primary  Health  Care 
Services  (1992) . 


Category 

A 

B 

C 

D 

E 

(Percentage) 

Location  of 

Facility 

38 

11 

3 

1 

0 

(72) 

(21) 

(6) 

(1) 

(0) 

Courtesy  of  Staff 

2 

30 

17 

4 

0 

(4) 

(56) 

(32) 

(8) 

(0) 

Neatness  & 

Cleanliness 

2 

24 

25 

2 

0 

(4) 

(45) 

(47) 

(4) 

(0) 

Waiting  Time 

0 

6 

19 

28 

0 

(0) 

(7) 

(36) 

(53) 

(0) 

Working  Hours 

0 

7 

13 

33 

0 

(0) 

(13) 

(25) 

(62) 

(0) 

Efficacy  of 

Diagnosis 

0 

14 

14 

13 

12 

(0) 

(26) 

(26) 

(25) 

(23) 

Availability  of 

Medicines 

0 

12 

16 

12 

13 

(0) 

(23) 

(30) 

(23) 

(25) 

Adequacy  of 

Resources 

1 

12 

22 

4 

14 

(1) 

(23) 

(42) 

(8) 

(26) 

Adeptness  of 
Laboratory  Services 

1 

14 

18 

3 

17 

(1) 

(26) 

(34) 

(6) 

(32) 

Overall  Rating 

0 

16 

24 

13 

0 

(0) 

(30) 

(45) 

(25) 

(0) 

A = Excellent  or  very,  very  good  (Mumtaz  or  iaivd  ieddan 
i eddan) . 

B = Good  ( Jaivd,  kuwavis  or  tavib) . 

C = Acceptable  (Magboul  or  la  ba's) . 

D = Dismal  (Sav' i) . 

E = Do  not  know  (la  a'rif  or  ma  indi  khabar) . 
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general.  Likewise  and  perhaps  more  revealing  are  the 
unmistakable  increases  in  the  replies  depicting  most  aspects 
of  al-Watan  primary  health  care  center  as  dismal.  Holding 
such  perceptions  and  having  access  to  the  perceived 
"superior"  health  care  services  of  the  private  sector,  why 
do  they  even  use  the  primary  health  care  system?  The  close 
proximity  of  the  facility,  the  absence  of  monetary  cost,  or 
both  of  the  above  were  advanced  by  26%  (14),  19%  (10)  and 
55%  (29)  of  the  interviewees,  respectively. 

Regarding  the  perceptions  and  attitudes  of  primary 
health  care  providers,  table  4-10  shows  a flattering 
portrait  where  93%  of  interviewees  seem  to  find  al-Watan 
primary  health  care  center  acceptable.  Only  when  assured  of 
"complete  anonymity"  did  interviewees  vocalize  their 
perceived  difficulties  facing  the  primary  health  care 
network  and  speculate  on  desirable  solutions:  The  chronic 
shortage  of  medicines;  the  continuously  failing  "stone-age" 
equipment;  the  scarcity  of  the  medical  staff - -particularly 
physicians;  the  total  breakdown  of  collaboration  between 
primary  health  care  centers  and  secondary  institutions;  the 
lack  of  standards  and  procedures;  the  centralized  decision- 
making; the  overwhelming  workload;  and  the  public's  lack  of 
awareness  regarding  the  meaning  and  objectives  of  primary 
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Table  4-10:  Attitudes  of  the  Personnel  of  al-Watan  Primary 
Health  Care  Center  (1992) . 


Category 

A 

B 

C 

D 

E 

(Percentage) 

Location  of 

Facility 

15 

12 

2 

0 

0 

(52) 

(41) 

(7) 

(0) 

(0) 

Courtesy  of  Staff 

4 

20 

5 

0 

0 

(14) 

(69) 

(17) 

(0) 

(0) 

Neatness  & 

Cleanliness 

2 

19 

8 

0 

0 

(7) 

(66) 

(27) 

(0) 

(0) 

Waiting  Time 

0 

12 

12 

5 

0 

(0) 

(41) 

(41) 

(17) 

(0) 

Working  Hours 

1 

15 

11 

2 

0 

(3) 

(52) 

(38) 

(7) 

(0) 

Efficacy  of 

Diagnosis 

9 

18 

2 

0 

0 

(31) 

(62) 

(7) 

(0) 

(0) 

Availability  of 

Medicines 

1 

14 

6 

8 

0 

(3) 

(48) 

(21) 

(21) 

(0) 

Adequacy  of 

Resources 

0 

5 

18 

6 

0 

(0) 

(17) 

(62) 

(21) 

(0) 

Adeptness  of 

Laboratory  Services 

1 

13 

12 

3 

0 

(3) 

(45) 

(42) 

(10) 

(0) 

Overall  Rating 

7 

11 

9 

2 

0 

(24) 

(38) 

(31) 

(7) 

(0) 

A = Excellent  or  very 

, very 

good 

(Mumtaz  or 

iaivd  i eddan 

i eddan) . 

B = Good  ( Jaivd,  kuwavis  or  tavib) . 

C = Acceptable  (Maaboul  or  la  ba' s) . 

D = Dismal  (Sav' i) . 

E = Do  not  know  (la  a'rif  or  ma  indi  khabar) . 
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health  care  were  advanced  as  the  underlying  causes  of  the 
perceived  stagnation  of  the  primary  health  care  system. 
Pointing,  once  again,  to  the  on-the-ground  realities  of 
primary  health  care  in  Saudi  Arabia. 

In  light  of  the  above,  I tend  to  hypothesize  that 
barriers  to  accessibility  of  primary  health  care  services 
are  neither  located  in  the  "public  mind"  nor  a consequence 
of  it.  Rather,  structural  and  infrastructural  constraints 
seem  to  underlie  accessibility  to,  and  subsequently 
utilization  of,  the  primary  health  network.  To  this  I turn 
now . 

At  the  structural  level,  I shall  consider  four  factors: 
Working  days  and  hours,  patients'  waiting- time  to  receive 
health  care  services,  physicians including  dentistry ' s- - 
time  and  mode  of  diagnosis,  and  the  existence  or  absence  of 
procedures  and  guidelines.  A time  allocation  experiment  was 
conducted:  Representing  al-Watan's  normal  operation,  six 
working  days  were  randomly  selected.  On  each  day,  the  number 
of  patients  and  the  working  personnel  were  documented. 
Moreover,  a spot  sample  of  117  patients- -eighty-five  for 
common  diseases  and  minor  injuries,  fourteen  for  child  and 
mother  care,  and  eighteen  for  dentistry- -was  selected  for 
observation.  With  the  assistance  of  a female  nurse  (recall 
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the  enforced  gender  segregation) , wait ing-time  was  measured 
from  the  moment  a selected  patient  was  sent  to  the  waiting 
room  until  entering  the  physician's  office.  Diagnosis- time 
denoted  the  elapsed  time  a patient  spent  - -regardless  of  what 
took  place- -in  the  physicians  office. 

Table  4-11  shows  patients'  visits  and  personnel  of  al- 
Watan  primary  health  care  center  during  this  experiment . On 
average,  health  care  services  were  provided  to  237  and  186 
patients  per  day  during  the  morning  and  afternoon  shifts 
respectively.  Assuming  an  eight-hour  working  day  (five  hours 
in  the  morning  and  three  hours  in  the  afternoon) , the  hourly 
averages  are  instructive:  During  the  mornings,  forty- seven 
patients  were  accommodated  per  hour,  and  sixty-two  patients 
per  hour  received  health  care  services  in  the  afternoons. 
Stated  differently,  the  workload  during  the  afternoon  shifts 
is  about  one -third  more  than  that  of  the  mornings' . Given 
the  above,  is  there  a correspondence  between  the  existing 
human  resources  and  the  actual  workload? 

Excluding  administrators  and  social  workers,  an  average 
of  thirteen  health  care  providers  worked  in  the  morning 
shift,  and  an  average  of  eleven  professionals  constituted 
the  work  force  in  the  afternoons.  Clearly,  the  increase  in 
patients'  visits  during  the  afternoons  is  matched  by  an 
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Table  4-11:  Patients'  Visits  and  Personnel  at  al-Watan 
Primary  Health  Care  Center. 


Sat 

Sun 

Mon 

Tue 

Wed 

Thu 

A 

B 

A 

B 

A 

B 

A 

B 

A 

B 

A 

B 

Patients'  Visits 

Common  Diseases 
and  Injuries 

192 

192 

160 

184 

162 

134 

159 

115 

173 

87 

230 

0 

Child  & Mother 
Care 

18 

27 

9 

0 

18 

25 

5 

0 

34 

0 

0 

0 

Dentistry 

27 

28 

15 

24 

20 

24 

5 

35 

0 

0 

43 

0 

Vaccinations 

13 

19 

0 

0 

11 

18 

0 

0 

27 

16 

0 

0 

Laboratory 

19 

0 

22 

0 

18 

0 

0 

0 

21 

0 

22 

0 

Personnel : 
Admistrators 

4 

0 

4 

0 

4 

0 

4 

4 

2 

2 

3 

0 

Dentists 

1 

1 

1 

1 

1 

1 

1 

1 

1 

0 

1 

0 

Health 

Technicians 

1 

0 

1 

0 

1 

0 

1 

0 

1 

0 

1 

0 

Laboratory 

Technicians 

1 

1 

2 

1 

1 

0 

1 

0 

1 

1 

1 

0 

Nurses 

4 

4 

5 

5 

7 

7 

6 

6 

7 

9 

7 

0 

Physicians 

3 

3 

4 

3 

4 

4 

4 

4 

5 

4 

3 

0 

Social 

Workers 

1 

1 

1 

0 

1 

1 

1 

1 

1 

1 

1 

0 

A = The  morning  shift  (7:30  am.  to  1:00  pm.) . 

B = The  afternoon  shift  (4:00  pm.  to  7:00  pm.) . 
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almost  equal  decrease  in  human  resources!  The  implications 
on  the  quality  of  care- -as  manifest  in  diagnosis-time- -are 
far  reaching. 

In  a study  of  primary  health  care  centers  in  Qasim 
province  in  Saudi  Arabia,  Sebai  (1988:20)  noted  that  "the 
physician  in  the  health  center  examined  about  90  patients 
per  day  spending  about  2 minutes  per  patient."  Using  the 
above  assumption  (a  five-hour  morning  shift  and  a three-hour 
afternoon  one) , in  theory,  each  physician  (common  diseases 
and  minor  injuries,  child  and  mother  care)  examined  an 
average  of  forty- seven  patients  per  day  spending  about  ten 
minutes  per  patient.  Dentists,  moreover,  examined  an  average 
of  twenty-two  patients  per  day  with  an  average  of  twenty 
minutes  per  visit.  Keeping  in  mind  Sebai 's  (1988)  study 
mentioned  above,  and  compared  to  a 7.2  minutes  mean  visit 
time  for  primary  health  care  centers  in  Balearic  Islands  in 
Spain  (Gogorcena  et  al.  1992),  diagnosis- time  in  al-Watan 
primary  health  care  center  appears  to  be  quite  acceptable. 
However,  a closer  look  at  these  figures  in  terms  of  the 
aforementioned  working  shifts  is  revealing. 

During  the  morning  shift,  a physician,  on  average, 
examined  fifty  patients  spending  about  six  minutes  per 
patient.  In  the  afternoons,  the  numbers  are  forty-two 
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patients  and  four  minutes  respectively.  For  dentistry,  an 
average  of  eighteen  patients  were  examined  per  a morning 
shift  consuming  an  average  of  sixteen  minutes  per  visit. 
During  the  afternoon  shifts,  a dentist  received  an  average 
of  twenty-eight  visits  with  an  average  of  six  minutes  per 
patient ! 

However,  the  assumption  of  a fully  productive  eight - 
hour  working  day  is  incorrect.  Throughout  this  research, 
employees  of  al-Watan  primary  health  care  center  reported  to 
work  around  eight  o'clock  in  the  morning.  Patients  started 
to  arrive  at  about  9:00  am.  Due  to  the  preparations  for  the 
mandatory  afternoon  prayer,  health  care  services  come  to  a 
halt  at  12:30  pm..  Add  to  this  the  time  spent  on  the  weekly 
"health  team"  meetings,  coffee  and  tea  breaks,  phone  calls 
and  gossip,  the  resolution  of  intra-personnel  and  patients 
conflicts,  and  the  updating  of  health  registers  and  logs,  it 
would  be  very  generous  to  even  assume  a six-hour  working 
day.  Hence,  the  aforementioned  averages  drop  substantially. 

More  realistic,  I tend  to  believe,  are  the  actual 
diagnosis-time  recorded  for  the  sample  of  this  time 
allocation  experiment.  On  average,  a physician  spends  about 
3.74  minutes  (SD  1.97)  in  diagnosis- time  for  common  diseases 
and  minor  injuries,  9.07  minutes  (SD  2.4)  for  child  and 
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mother  care,  and  10.77  minutes  (SD  4.0)  for  dentistry. 
Overall,  a physician  spends  about  5.46  minutes  per  patient 
(SD  3.73) . Though  an  improvement  over  Sebai's  (1988) 
reported  average,  I cannot  help  but  wonder  how  potent  a 
diagnosis  can  be  when  performed  in  such  a short  time?  Unable 
to  observe  the  mode  of  diagnosis  myself  [7] , patients 
recollections  become  instrumental:  Forty  eight  percent  of 
patients  (56)  indicated  that  diagnosis  was  a matter  of 
questions  and  answers  where  the  physician  did  not  even  move 
from  his  or  her  chair,  and  52%  (61)  reported  minimal 
physical  contact  and  the  use  of  instruments  such  as 
stethoscopes  and  thermometers.  At  this  juncture,  an  anecdote 
is  warranted. 

This  incident  relates  to  a thirty-four-years-old  man 

complaining  of  a "severe"  rash  who  allegedly  assaulted  his 

physician.  In  his  words: 

I explained  to  him  [the  physician]  that  I have 
this  painful  itching  particularly  around  my  sexual 
organs.  He  gave  me  a prescription.  I asked  him  to 
at  least  look  at  it . His  reply  was  that  he  is  too 
busy  and  this  is  a common  problem.  I waited  over 
an  hour  [actually  thirty  five  minutes]  to  be 
handed  a piece  of  paper  [the  prescription] . I lost 
my  temper  and  you  know  the  rest  of  it . 

Thanks  to  the  director  of  the  primary  health  care  center, 

the  patient  was  reexamined  by  another  physician  and 

prescribed  medicines  which  he  had  to  purchase  from  a 
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commercial  pharmacy.  Was  this  an  isolated  incident?  Comments 

the  director  of  al-Watan  primary  health  care  center: 

Problems  between  the  staff  and  patients  are 
commonplace.  I cannot  blame  physicians  for 
attempting  to  accommodate  as  many  patients  as 
possible.  Meanwhile,  I cannot  condemn  patients  for 
despising  the  long  waiting  and  the  quick 
diagnosis.  I have  persistently  brought  this  issue 
to  the  attention  of  the  district  office  without 
any  tangible  actions.  The  "orders"  are  clear:  Do 
the  best  you  can  with  the  resources  you  have. 
Apparently,  we  are  not  doing  so  well. 

Waiting-time  presents  another  dimension  of  the 
realities  of  primary  health  care.  On  average,  patients  wait 
for  24.07  minutes  (SD  8.29)  for  common  diseases  and  minor 
injuries,  31.85  minutes  (SD  9.33)  for  dentistry,  and  32.61 
minutes  (SD  10.97)  for  maternal  and  child  care.  Generally 
speaking,  a patient,  on  average,  waits  about  twenty- six 
minutes  for  a five  minute  diagnosis.  As  Gogorcena  et  al . 
(1992)  have  shown  in  Spain,  waiting-time  can  be  drastically 
reduced  by  the  adoption  of  an  appointment  system  instead  of 
the  current  practice  of  f irst-come-f irst-served.  An  approach 
the  Saudi  Ministry  of  Health  continues  to  resist. 

The  statement  that  procedures,  guidelines,  and 
standards  are  non-existent  at  the  centers'  level  was  found 
to  be  true.  Even  if  we  stretch  the  meaning  to  include 
"activities  and  services"  documents,  it  is  amply  clear  that 
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"specific,  quantified,  time -scheduled  targets"  are  non- 
existent . 

Underlying  the  constraints  on  accessibility  to  primary 
health  care  services  are  infrastructural  determinants.  Among 
other  aspects,  I shall  consider  direct  and  indirect  costs  to 
health  care  seekers;  adequacy  of  human  and  material 
resources;  and  income,  education,  and  household  size  of 
patients . 

The  Saudi  Arabian  government  prides  herself  for 
providing  health  care  services  absolutely  "free  of  charge," 
vocalizing  universal  coverage  at  no  cost  to  the  public.  This 
research  confirms  that  primary  health  care  services  are 
rendered  without  any  direct  monetary  fees  to  the  patients. 
While  free  health  care  services  may  represent  an  inferior 
good  in  the  public's  mind  (Atkin  et  al . 1985),  direct  cash 
outlays  do  not  seem  to  constitute  an  obstacle  to 
accessibility  of  primary  health  care  services  in  Saudi 
Arabia.  However,  indirect  costs  denote  a separate  matter. 

It  is  well  recognized  that  the  location  of  health  care 
facilities  affects  accessibility  and  utilization  (al-Mazrou 
et  al.  1990;  Atkin  et  al . 1985;  King  1966;  Stock  1983;  WHO 
1981) . Although  the  catchment  area  of  al-Watan  primary 
health  care  center  is  not  well  defined,  it  can  be 
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confidently  said  that  distance  and  transportation  costs  are 
practically  non-existent.  Recall  that  55%  (156)  of  all 
interviewees  (N  = 283)  regarded  the  location  of  the  facility 
as  excellent,  28%  (79)  as  good,  and  5%  (15)  as  acceptable. 
Differently  stated,  only  a small  minority  of  interviewees 
considered  the  location  of  al-Watan  primary  health  care 
center  unsatisfactory.  Add  to  this  the  reported  fact  that 
91%  (231)  of  users  and  selective  users  own  their  mode  of 
transportation.  Hence,  distance  and  transportation  costs 
appear  to  be  facilitator  of  accessibility  rather  than 
impediments  on  utilization  of  primary  health  care  services. 
However,  when  the  enforced  gender-segregation  is  brought 
into  consideration,  the  situation  is  less  favorable. 

Women  in  Saudi  Arabia  are  prohibited  from  driving 
vehicles  [8] . Women  cannot  travel  except  in  the  company,  or 
with  the  permission,  of  an  adult  guardian  man.  Women  cannot 
even  obtain  education  or  employment  without  the  unreserved 
consent  of  a supporting  adult  guardian  (Middle  East  Watch 
1992).  Contrary  to  Altorki's  (1987,  1986,  1977)  assertions, 
women  in  Saudi  Arabia  are  confined  to  the  domestic  sphere. 
And  health  care  services  fall  in  the  domain  of  the  public 
(read  male)  realm.  Since  women  constituted  55%  of  the  total 
patients'  visits  to  primary  health  care  centers  in  the 


172 


health  district  of  Jeddah  in  1992  (Ministry  of  Health 
1992b) , waiting-time  becomes  costly  for  the  "officially" 
acknowledged  guardians.  This  is  manifest  in  the  doubling  of 
unsatisfied  interviewees  when  it  comes  to  waiting-time : 

While  only  11%  (32)  of  interviewees  (N  = 283)  were 
completely  unsatisfied  by  al-Watan  primary  health  care 
services,  27%  (77)  found  waiting-time  to  be  dismal.  Hence 
interviewee's  persistent  desire  for  a change  in  working  days 
and  hours . 

Parallel  to  the  absence  of  fees  for  primary  health  care 
services,  medications  are  also  rendered  free  of  charge. 
Theoretically  speaking,  every  primary  health  care  center  in 
the  Kingdom  is  supplied  with  thirty-four  categories  of 
"essential  drugs"  (al-Mazrou  et  al . 1990:306-311).  Yet 
physicians  hesitantly  admit  to  prescribing  medications 
through  commercial  pharmacies . Explains  a displeased 
pharmacist : 

Shortages  of  medicines  are  commonplace.  Each  month 
we  receive  a new  shipment  of  medicines.  The 
quantities  are  determined  by  the  district  office. 
Simply,  we  are  supposed  to  receive  25%  more  drugs 
than  we  utilized  the  previous  month.  This  has 
never  happened.  Additionally,  if  you  have  a 
serious  shortage  in  specific  kind  of  drugs- - 
antibiotics  for  example- -the  deficiency  persists. 

For  the  past  three  years,  this  center  has  been 
running  on  a "drug  deficit." 
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Physicians,  moreover,  justify  their  covert  behavior  on  the 
grounds  that  pharmaceutical  products,  first  and  foremost, 
are  always  in  short  supply  and,  secondly,  the  existing  list 
of  "essential  drugs"  is  outmoded.  The  list  of  antibiotics  in 
table  4-12,  for  example,  does  not  seem  to  cover  the  wide 
spectrum  of  bacterial  infections.  In  the  words  of  a health 
care  professional,  "this  might  be  acceptable  for  the  remote 
areas  of  the  poverty-stricken  nations  of  the  Third  world, 
but  not  in  the  cosmopolitan  center  of  one  of  the  richest 
countries  in  the  globe." 

Analogously,  the  primary  health  care  network  in  Saudi 

Arabia  is  outfitted  with  "essential  equipment"  covering  the 

diagnostic,  surgical,  antenatal,  and  the  dental  services  as 

well  as  the  emergency  room,  labor  room,  well  baby  clinic, 

immunization  room,  health  education,  and  X-Ray  and 

laboratory  rooms  (al-Mazrou  et  al . 1990:312-315) . Yet, 

physicians  complain  about  the  lack  of  otoscopies,  tongue 

blades,  sphygmomanometers,  reflex  hammers,  and  thermometers. 

Nurses  point  to  the  continuously  malfunctioning  autoclave 

and  refrigerator.  And  a disgruntled  dentists  sums  it  up: 

It  is  one  thing  to  have  equipment,  it  is  another 
to  have  them  properly  functioning.  The  X-Ray  in  my 
dental  unit  has  been  out  of  order  for  more  than  a 
week.  We  promptly  notified  the  district  office 
. . . but  the  bureaucratic  machine  is  very  slow. 

As  we  all  know,  equipment  have  a limited  life- 
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Table  4-12:  Antibiotics  Available  for  the  Primary  Health 
Care  Network  in  Saudi  Arabia. 


1.  Injection  Benzyl  Penicillin  500000  I.U. 

2.  Injection  Procaine  Penicillin  500000  I.U. 

3.  Injection  Benzathine  Penicillin  1.2  Mega  Units. 

4.  Capsules  Oxytetracycline  250  mg. 

5.  Capsules  Ampicillin  250  mg. 

6.  Ampicillin  dry  Syrup. 

7.  Tablets  Penicillin  V 250  mg. 

8.  Penicillin  V dry  Syrup. 

9.  Tablets  Erythromycin  250  mg. 

10.  Erythromycin  Syrup. 


Source:  al-Mazrou  et  al . (1990:307) . 
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span,  then  they  expire.  But  people  believe  that 
the  government  is  generous  and  adequately 
providing.  The  blame,  then,  falls  upon  us. 

At  this  juncture,  it  is  worth  noting  that,  comparatively 

speaking,  the  primary  health  care  system  in  Saudi  Arabia 

appears  to  be  far  superior  to  that  of  most  Third  world 

countries.  Take  for  example  the  difficulties  facing  Yemen  in 

establishing  primary  health  care  posts  (not  centers)  to  be 

staffed  with  nurses  or  even  nurses'  aids  (Morris  1990)  . 

However,  the  official  Saudi  proclamation  of  a smoothly 

functioning  primary  health  care  system- -aside  from  minor 

technicalities- -is  not  defensible.  Since  I have  already 

addressed  the  observed  imbalances  between  the  available 

human  resources  and  patients  demands,  suffice  it  to  say  that 

the  augmentation  of  health  care  professionals  is  only  a 

technical  solution  to  a complex  socio-political  problem. 

Referring  to  the  our  sample  of  254  interviewees,  I now 
turn  to  the  impact  of  household  size,  income  and 
interviewees'  level  of  education  on  accessibility  to,  and 
utilization  of,  al-Watan  primary  health  care  services. 

Tables  4-13  and  4-14  show  selected  characteristics  of 
interviewees- -users  and  selective  users. 

While  income  is  positively  correlated  with  both 
household  size  and  interviewees'  level  of  education. 
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Table  4-13:  Selected  Statistics  of  Sampled  interviewees. 

(N  = 254) 


Category 

Range 

Mean 

St.  Deviation 

Household 

Size^ 

2-18 

7.27 

3.3 

Household 

Income”^ 

1, 000-40,000 

6,128 . 69 

4,635.2 

Interviewee' s 
Education'^ 

0-20 

8 . 13 

5 . 94 

Interviewee' s 
Age 

22-76 

41.36 

12 . 02 

® = Household  size  includes  all  people  reported  living  in  a 
dwelling  regardless  of  relationship  to  interviewee. 

= Household  income  denotes  the  average  monthly  income  in 
Saudi  Riyals  (USD1=SR3 . 75 ) that  contributes  to  the 
maintenance  of  the  household. 

= Interviewees  education  refers  to  the  reported  number  of 
years  in  formal  education. 
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Table  4-14:  Selected  Statistics  of  Sampled  Users  and  Non- 
Users  of  al-Watan  Primary  Health  Care  Center 

(1992) . 


Category 

Range 

Mean 

St.  Deviation 

Users  (N  = 201) 

: 

Household 

Size^ 

2-18 

7 . 17 

3.23 

Household 

Income‘s 

1,000-18,000 

5,452.63 

4 , 297 . 78 

Interviewee' s 
Education‘s 

0-20 

7.30 

5 . 94 

Interviewee' s 
Age 

22-76 

41.49 

12.41 

Non-Users  (N  = 

53)  : 

Household 

Size^ 

2-17 

7 . 64 

3 . 56 

Household 

Income^ 

3,000-40, 000 

8, 692 .60 

5, 002 .41 

Interviewee ' s 
Education's 

1-18 

11.24 

4 . 81 

Interviewee ' s 
Age 

24-70 

40 . 84 

10.49 

^ = Household  size  includes  all  people  reported  living  in  a 
dwelling  regardless  of  relationship  to  interviewee. 

^ = Household  income  denotes  the  average  monthly  income  in 
Saudi  Riyals  (USD1=SR3 . 75 ) that  contributes  to  the 
maintenance  of  the  household. 

= Interviewees  education  refers  to  the  reported  number  of 
years  in  formal  education. 
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household  size  is  negatively  associated  with  education 
(table  4-15) . More  significant  however,  are  the 
relationships  between  interviewees'  perceptions  and 
utilization  of  primary  health  care  services  on  the  one  hand, 
and  income,  education,  and  household  size  on  the  other. 

As  table  4-16  depicts,  higher  household  incomes  are 
associated  with  pessimistic  opinions  about  primary  health 
care  services,  while  lower  incomes  correlate  with 
utilization  of  these  services  (table  4-17)  : The  wealthier 
one  is,  the  more  likely  to  be  a disapproving  selective  user; 
and  the  poorer  one  gets,  the  more  applauding  and  consuming 
of  primary  health  care  services.  Moreover,  the  level  of 
education  exhibits  comparable  associations  (tables  4-18  and 
4-19) . Household  size,  however,  seems  to  neither  influence 
attitudes  nor  affect  utilization  (tables  4-20  and  4-21)  . 
Straightforwardly  stated,  the  wealthy  and  powerful  possess 
the  means  to  purchase  quality  health  care  where  ever  it 
might  be,  while  the  economically  disadvantaged  have  to 
accept  what  is  handed  to  them  and  praise  it  too.  Thus, 
poverty  and  low  levels  of  education  seem  to  promote 
accessibility  to,  and  utilization,  of  primary  health  care 


services . 
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Table  4-15:  Correlations  Between  Income,  Education  and 
Household  Size  (Standard  Pearson  r) . 

(N  = 254) 


Variable 

Income 

Education 

Household  Size 

Income 

1 . 000 

Education 

0.372 

1.000 

Size 

0.134 

-0.228 

1 . 000 
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Table  4-16:  Relationship  Between  Monthly  Income  and  Attitude 
of  Interviewees . 


Income 

Attitude 

Very  Positive  Positive 

Negative 

Total 

Less  than 

SR3 , 000 

36 

5 

1 

42 

Between  SR3,000 
and  SR6,000 

86 

32 

6 

124 

More  than 

SR6, 000 

34 

30 

23 

87 

N = 156 

N = 67 

N = 30 

253 

Gamma  = 0 . 

, 59 
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Table  4-17:  Relationship  Between  Monthly  Income  and 

Utilization  of  Primary  Health  Care  Services. 


Category 

Monthly  Income 

> SR6,000 

SR3 , 000-SR6, 000 

< SR3,000 

Total 

Non-Users 

39 

14 

0 

53 

Users 

48 

110 

43 

201 

N = 87 

N = 124 

N = 43 

254 

Chi^  = 48.47 
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Table  4-18:  Relationship  Between  Level  of  Education  and 
Attitude  of  Interviewees. 


Education 

Attitude 

Very  Positive  Positive 

Negative 

Total 

Less  than 

7 Years 

98 

17 

5 

120 

Between  7 
and  12  Years 

34 

24 

10 

68 

More  than 

12  Years 

24 

26 

15 

65 

N = 156 

N = 67 

N = 30 

253 

Gamma  = 0 , 

. 57 
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Table  4-19:  Relatioship  Between  Level  of  Education  and 

Utilization  of  Primary  Health  Care  Services. 


Category 

Years  of  Education 

<=  6 

7-12 

> 12 

Total 

Non-Users 

6 

18 

29 

53 

Users 

115 

50 

36 

201 

N = 121 

N = 68 

N = 65 

254 

Chi^  = 42.04 
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Table  4-20:  Relationship  Between  Household  Size  and  Attitude 
of  Interviewees . 


Household 

Attitude 

Size 

Very  Positive  Positive 

Negative 

Total 

Less  than 

6 Persons 

51 

28 

7 

86 

Between  6 
and  10  Persons 

74 

28 

21 

123 

More  than 

10  Persons 

31 

11 

2 

44 

N = 156 

N = 67 

N = 30 

253 

Gamma  = - 

00 

o 
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Table  4-21: 

Relationship  Between  Household  Size  and 
Utilization  of  Primary  Health  Care  Services. 

Category 

Household  Size 

<=  5 6-10  >10  Total 

Non-Users 

21  27  5 53 

Users 

65  97  39  201 

N = 86  N = 124  N = 44  254 

Chi^  = 


3 . 13 
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In  so  far  as  utilization  is  concerned,  al-Watan  primary- 
health  care  center  received  an  average  of  8,000  visits  (SD 
1037)  per  month  during  the  research  period.  The  utilization 
rate  was  462  visits  per  100  population  per  year.  The  per 
capita  utilization  rate  was  4.6  visits  per  person  per  year. 
By  contrast,  the  rates  for  the  health  district  of  Jeddah 
were  305  and  3.05  visits  respectively  (Ministry  of  Health 
1992b).  Compared  to  Ethiopia's  rate  of  0.5-2. 5 visits  per 
person  per  year  (Kloos  1990:101),  one  may  venture  to 
conclude  that  al-Watan  primary  health  care  center  services 
are  over-utilized! 

These  rates,  once  again,  are  misleading.  Consider,  for 
example,  the  issue  of  "return-visits."  Thirty  two  percent 
(63)  of  the  interviewed  users  reported  that  the  previously 
prescribed  treatments  were  ineffective,  hence  the  reason  for 
their  current  visit.  Keeping  in  mind  that  primary  health 
care  centers  do  not  handle  chronic  and  complex  illnesses 
(which  are  generally  referred  to  secondary  institutions) , 
the  high  rate  of  return-visits  is  suggestive  of  a low 
quality  of  health  care  services.  Eliminating  the  unnecessary 
patients'  visits  would  deflate  the  per  capita  utilization 
rate  to  2.07  and  3.14  visits  for  the  health  district  of 
Jeddah  and  al-Watan  primary  health  care  center  respectively. 
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Hence  increasing  diagnosis- time  and  reducing  waiting-time 
considerably . 

Having  broadened  the  issue  to  this  extent,  I shall 
briefly  consider  the  implementation  of  the  eight  components 
of  primary  health  care  in  this  health  care  center. 

Although  the  primary  health  care  approach  calls  for  the 
provision  of  a comprehensive  package  of  promotive, 
preventive,  curative,  and  rehabilitative  services,  a near 
consensus  among  health  care  providers  was  revealed  regarding 
the  philosophy  and  objectives  of  primary  health  care.  For 
physicians,  primary  health  care  centers  are  the  "first  line 
of  defense  against  common  diseases  and  minor  injuries"  with 
the  exclusive,  or  perhaps  the  principal,  purpose  of 
alleviating  the  pressure  on  hospitals  and  emergency 
facilities.  Nurses  added  health  education  as  a desirable 
component  while  social  workers  emphasized  financial 
assistance  to  the  poverty-stricken  segment  of  the  community. 
Primary  health  care  is  basically  defined  by  these 
practitioners  in  terms  of  providing  health  care  services  to 
patients  for  pathological  conditions.  In  the  jargon  of  the 
field,  this  is  primary  care,  and  with  the  continuation  of 
health  care  during  the  period  of  illness,  it  is  primary 
medical  care  at  its  best  (Macdonald  1993;  al-Mazrou  et  al . 
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1990) . This  conceptual  confusion  seems  to  cut  across  all 
layers  of  the  primary  health  care  providers  who  were 
interviewed,  with  the  exception  of  the  directors  of  these 
centers.  Administrators  were  the  only  category  of  personnel 
who  articulated,  almost  verbatim,  the  philosophy  of  primary 
health  care  as  defined  by  the  Alma-Ata  Declaration,  reciting 
the  eight  components  and  stressing  the  importance  of  equity, 
community  participation,  and  multi-sectoral  coordination. 
Their  ability  to  quote  chapter  and  verse  was,  to  a large 
extent,  a function  of  the  type  and  intensity  of  training  and 
orientation  they  received:  On  average,  directors  attended 
four  times  as  many  training  courses  as  other  health  care 
providers . 

The  general  emphasis  on  the  curative  dimension  is 
evident  in  the  distribution  of  patients'  visits:  During  the 
research  period,  91%  of  the  total  number  of  patients'  visits 
to  al-Watan  primary  health  care  center  were  for  common 
diseases  and  minor  injuries,  6%  were  for  preventive  child 
and  mother  care,  and  3%  for  dental  treatments.  Since  75%  of 
dental  services  were  curative  (extractions,  fillings,  root 
canal  and  gum  treatments) , curative  services  constituted 
over  93%  of  al-Watan' s primary  health  care  services 
(Ministry  of  Health  1992b) . The  curative  tendency. 
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furthermore,  is  characteristic  of  primary  health  care 
centers  nationwide.  According  to  Sebai  (1987:121),  the 
emphasis  on  curative  services  "is  apparent  in  the  primary 
health  care  sector  where  mother  and  child  care,  antenatal 
care,  information  on  proper  dietary  habits,  prophylactic 
routine  examinations  of  pre-school  children,  etc.  are 
insufficient:"  In  the  health  district  of  Jeddah  and 
nationwide  respectively,  84%  and  86%  of  the  total  visits  to 
primary  health  care  centers  were  for  common  diseases  and 
minor  injuries  (Ministry  of  Health  1992) . Rehabilitative 
services  were  totally  absent  from  the  services  of  primary 
health  care  center  (Madani  and  Phillips  1993)  . 

Furthermore,  health  education  exhibits  a parallel 
emphasis  on  diseases  taken  out  of  context,  amounting  to 
nothing  more  than  the  technical  transfer  of  medical 
information  where  the  recipients  are  expected  to  passively 
assimilate  and  comply. 

Generally  speaking,  cognizance  of  primary  health  care 
closely  corresponds  to  the  Western  model  of  medicine. 
Emphasis  is  placed  on  clinical  treatment  where  "disease"  not 
only  constitutes  the  focus  of  therapies,  but  also  is 
separated  from  the  individual  and  community,  hence  omitting 
the  sociocultural  context  in  which  diseases  operate. 
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Interviews  further  showed  that  the  perceived  high  rate  of 
patients'  visits  coupled  with  limited  resources  were 
regarded  as  major  contributing  factors  to  the  general 
emphasis  on  curative  services  at  the  expense  of  promotive, 
preventive,  and  rehabilitative  ones.  One  may  accept,  with 
reservation,  the  claim  that  physicians  are  overwhelmed,  not 
because  of  the  high  rate  of  visits  but  due  to  the  collapse 
of  the  concept  of  a "health  team"  that  is  instrumental  to 
the  functioning  of  primary  health  care:  Physicians,  I as 
well  as  Sebai  (1988:20)  observed,  "spend  their  time  on 
simple  tasks"  that  are  better  suited  for  the  paramedical 
staff . 

Then,  abstractly  embracing  the  principle  of  equity 
amounts  to  political  propaganda  for  domestic  and 
international  consumption.  Since  availability, 
accessibility,  and  utilization  are  inf rastructurally 
determined,  the  prevailing  differential  access  to  resources 
in  Saudi  Arabia  collides  head  on  with  the  articulated 
principle  of  equity,  turning  primary  health  care  services 
into  a second-rate  health  care  system  for  the  socio- 
economically disadvantaged.  A veteran  of  al-Watan  primary 
health  care  system  summarizes  the  situation  succinctly: 

The  flourishing  of  an  expensive  private  health 

sector  is  a clear  testimony  to  the  failure  of 
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primary  health  care  in  Saudi  Arabia  .... 

Primary  health  care  is  yet  another  tool  to  calm  a 
displeased  population.  Eventually,  the  system  will 
ground  to  a halt . 

Multi-Sectoral  Collaboration  and  Coordination 
Multi-sectoral  collaboration  and  coordination  is  a 
dictate  of  common  sense  stemming  from  the  logic  that 
determinants  of  health  and  illness  are  multifaceted  and 
intertwined,  and  from  the  observed  tremendous  impact  of  non- 
health institutions  on  the  health  status  of  individuals  and 
communities  (Mckeown  1976;  Wilkinson  1992).  "Education," 
Writes  Macdonald  (1993:111),  "housing,  water  and  sanitation, 
social  work,  community  development  and  agriculture  . . . 

have  a considerable  impact  on  health."  Since  the  primary 
health  care  system  is  considered  the  pivot  of  socio-cultural 
development,  the  Saudi  Arabian  version  postulates  that : 

. . . individual  sectors  can  not  function  in 

isolation.  Even  if  the  health  sector  confines  its 
activities  to  the  array  of  PHC  elements  . . . 

multisectoral  inputs  are  required  to  deliver  these 
services  ....  The  role  of  municipalities  in 
environmental  improvement.  Ministry  of  Agriculture 
in  the  provision  of  potable  water  . . . Ministry 

of  Education  in  school  health  are  but  few  examples 
(al-Mazrou  et  al . 1990:19-20). 

How?  through  the  creation  of  "multisectoral  health 

committees"  ranging  from  the  ministerial,  to  regional,  to 

the  community  level  under  the  "dynamic  leadership  provided 

by  PHC  personnel"  (al-Mazrou  et  al . 1990:27) . At  the 
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community  level,  add  al-Mazrou  et  al . (1990:45-46)  : 

The  health  team  while  setting  priorities  of 
defined  problems  . . . and  while  defining  the 

solution (s)  should  define  (a)  its  own  role  (b)  the 
role  of  other  sectors  and  (c)  the  role  of  the 
community  in  contemplating  actions  for 
improvement . 

Health  teams  should  keep  records  of  all 
activities,  meetings,  and  achievement  of 
intersectoral  coordination. 

According  to  the  Saudi  Ministry  of  Health  (1992:34),  76%  of 
the  total  number  of  primary  health  care  centers  nationwide 
have  active  multisectoral  committees.  By  contrast,  in  the 
health  district  of  Jeddah  only  38.8%  of  primary  health  care 
centers  implement  the  multi-sectoral  dimension  of  primary 
health  care. 

Turning  to  the  focus  of  this  study,  al-Watan  primary 
health  care  center  seems  to  have  never  had  such  a committee 
While  al-Watan' s annual  evaluation  report  as  well  as  its 
Plan  of  Action  indicate  the  existence  of  an  "active  multi- 
sectoral" committee,  there  is  not  any  material  evidence- - 
records,  logs,  meeting-minutes- -to  support  such  a claim. 
Explains  the  Director  of  al-Watan  primary  health  care 
center : 

Reports  are  only  meant  for  the  district  office. 

They  are  part  of  the  formalities.  Every  year  an 
evaluator  [from  the  district  headquarters]  honors 
us  with  his  visit.  The  evaluation  depends  on  one's 
[personal]  relationship  with  him.  In  our  case,  the 
evaluator  is  a friend  of  mine.  We  sip  tea  and 
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chat.  The  end  result  should  be  clear:  Mashi  halak 
[go  with  the  flow]  is  the  day's  wisdom.  He  writes 
his  report,  and  business  goes  as  usual.  We  are 
only  another  number  or  percentage  in  the  thick 
book  [the  annual  health  report] . 

As  you  have  seen,  we  can  barely  deal  with 
patients'  demands,  let  alone  committees  and  sub- 
committees . I understand  and  agree  with  the 
concept  of  [inter-sectoral]  coordination.  But  I do 
not  have  the  resources  to  pursue  it . 

Interviews  with  al-Watan  primary  health  care  center's 

personnel  revealed  a complete  lack  of  comprehension  of  the 

concept,  often  confusing  intra-  with  inter-sectoral 

collaboration.  This  situation  is  also  manifest  in  the  eleven 

other  primary  health  care  center  which  I surveyed  in  the 

health  district  of  Jeddah-Saudi  Arabia. 

More  disturbing,  however,  are  Saudi  Arabia's  own 
annual  health  statistics.  The  percentages  of  the  country's 
primary  health  care  centers  which  implement  inter-sectoral 
collaboration  dropped  from  over  80%  in  1990,  to  80%  in  1991, 
to  67%  in  1992;  and  for  the  health  district  of  Jeddah,  the 
percentages  plunged  from  almost  90%  in  1990,  to  78.4%  in 
1991,  to  a mere  38.8%  in  1992.  (Ministry  of  Health  1992, 
1990) . To  my  way  of  thinking,  this  trend  either  points 
towards  the  slow  collapse  of  inter-sectoral  collaboration 
and  coordination,  or  validate  the  aforementioned 
proclamation  that  these  evaluations  are  both  corrupt  and 


worthless . 
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By  contrast,  intra-sectoral  collaboration  and 
coordination  denotes  the  relationships  between  primary 
health  care  centers  and  secondary  as  well  as  tertiary  health 
care  institutions.  Ideally,  intra-sectoral  collaboration  is 
achieved  through  "establishing  protocol  and  system  for  two 
way  referral  of  the  beneficiaries  for  all  types  of 
consultation  required"  (al-Mazrou  et  al . 1990:26).  In  other 
words,  illnesses  that  are  deemed  to  be  beyond  the  expertise 
and  resources  of  the  primary  health  care  center  are  to  be 
referred  to  public  hospitals  and  specialty  institutions. 

During  the  research  period,  referral  to  secondary  and 

tertiary  public  health  care  institutions  constituted  about 

1%  of  the  total  patients'  visits  to  al-Watan  primary  health 

care  center  where  referral  to  rehabilitation  institutions 

was  non-existent  (Madani  and  Phillips  1993;  Ministry  of 

health  1992)  . Though  lower  than  the  national  average  of  3.8% 

(Ministry  of  Health  1992),  the  referral  process  is  infested 

with  problems.  First  and  foremost,  referral  is  a judgement 

call:  There  exists  no  criterion  for  the  cases  to  be  referred 

to  secondary  or  tertiary  institutions,  and  physicians  seem 

to  enjoy  unquestioned  authority  on  the  matter.  Explains  a 

thirty-years  veteran  of  public  health: 

Some  of  the  patients  use  the  center  [primary 
health  care  center]  as  a stepping  stone  to 
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hospitals.  They  refuse  diagnosis,  they  reject 
advice,  and  they  demand  a simple  signature  for 
referral.  Considering  our  workload,  I as  well  as 
most  of  my  colleagues  are  delighted  to  do  that. 

Secondly,  a "two  way  referral"  protocol  or  system  does  not 

exist.  Interviews  with  physicians  reveal  an  absolute  absence 

of  back-referral:  Once  a patient  is  referred  to  secondary 

institutions,  physicians  at  the  primary  health  care  center 

are  uninformed  of  the  course  of  treatment  of  their  patients. 

In  the  words  of  the  Director  of  al-Watan  primary  health  care 

center : 

When  a patient  is  referred  [to  secondary 
institutions] , we  do  not  have  any  information 
about  his  [or  her]  status.  A few  days  later,  a few 
weeks  later,  or  even  a few  years  later,  we  simply 
do  not  have  a record  of  the  course  of  treatment . 
Simply,  we  start  from  scratch. 

Contrary  to  the  postulated  "two  way"  referral  protocol, 

field  observations  confirm  the  unidirectionality  of  referral 

to  secondary  institutions:  Throughout  this  research, 

hospitals  never- -and  I mean  never- -communicated  their 

treatments  to  the  primary  health  care  center. 

Multi-sectoral  collaboration  is  absolutely  non- 
existent. The  void  between  the  officially  vocalized  desires 
and  the  actual  fulfillment  of  multi-sectoral  collaboration 
is  just  too  wide  to  bridge. 
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Community  Involvement  and  Participation 

Community  involvement  and  participation  is  indeed  the 

powerhouse  of  the  primary  health  care  approach  to  health  and 

health  care  services.  At  the  very  least,  individuals  and 

communities  are  acknowledged  to  have  a "right"  to  contribute 

to  decisions  and  matters  that  affect  their  lives.  At  the 

other  extreme,  the  primary  health  care  approach  necessitates 

that  ultimate  control  of  health  care  services  to  be  placed 

in  the  hands  of  the  community.  In  between,  community 

involvement  and  participation  requires  the  mutual  sharing  of 

power  between  the  appointed  officials  and  the  community  of 

beneficiaries  where  members  of  the  community  have  both  the 

right  and  duty  to  participate  not  only  in  defining  their 

health  needs,  but  also  in  the  planning,  implementation, 

operation  and  evaluation  of  health  care  services  (Agudelo 

1983;  MacCormack  1983);  Oakley  1989,  WHO  1984,  1978). 

In  articulating  the  official  Saudi  interpretation  (and 

to  avert  misconceptions),  assert  al-Mazrou  et  al . (1990:31) 

that  "Community  participation,"  is  not: 

an  opportunity  for  brain  washing,  a source  of  free 
labour,  an  arrangement  to  shift  financial  burden, 
a threat  to  professional  authority  or  an 
opportunity  for  community  manipulation. 

Rather,  community  involvement  and  participation: 
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denotes  full  participation  of  the  community  (not  a 
few  individuals  or  families)  to  the  extent  of 
deciding  about  accessibility,  availability  and 
affordability  of  essential  (actual  need)  services 
and  actually  to  manage  them  on  these  lines  (al- 
Mazrou  et  al . 1990:31). 

A few  pages  later,  however,  the  "community"  is  reinterpreted 

to  accommodate  the  Saudi  Arabian  political  predicament. 

Write  al-Mazrou  et  al . (1990:35): 

Theoretically  every  member  of  the  community  has  a 
responsibility  to  fulfill  and  hence  can  be 
involved.  But  [a  very  crucial  but]  in  reality 
whenever  a collective  role  is  to  be  performed,  it 
should  be  through  a representative  group,  a group 
which  would  liaise  between  health  centers  and  the 
community  . . . useful  and  influential  community 

members . 

Who  might  the  "useful  and  influential"  be?  I shall  clarify 
in  a moment . 

According  to  the  official  annual  health  report 
(Ministry  of  Health  1992:31),  over  65%  of  the  Icingdom's 
primary  health  care  centers  have  "active"  community- 
part  icipation-  -the  so-called  "friends  of  the  health  center" - 
-committees,  and,  in  the  health  district  of  Jeddah,  64.3%  of 
primary  health  care  centers  are  reported  to  successfully 
pursue  community  participation  and  involvement.  Yet  al-Watan 
as  well  as  eleven  other  primary  health  care  centers  indicate 
otherwise:  While  the  annual  evaluations  praise  the  "active" 
community-participation  committees  and  their  achievements  in 
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these  primary  health  care  centers,  none  of  them  have  such 
committees . 

Similar  to  multi-sectoral  collaboration  and 
coordination,  community  involvement  and  participation  is  a 
product  of  unreliable  annual  evaluations.  Illustrates  a 
reluctant  evaluator: 

Sometimes  I might  ask  for  records,  registers,  etc 
. . . . But,  if  the  Director  claims  to  have  these 

committees,  I just  report  it.  I am  more  concerned 
with  the  delivery  of  services  than  cooperation  or 
participation.  Is  there  an  "at  risk"  register?  Are 
there  maternal  and  vaccination  follow-up  logs?  Are 
there  educational  as  well  as  referral  records? 

These  I tend  to  inspect . Whether  the  center  has 
collaboration  or  participation  committees  is  a 
luxury . 

Parallel  to  the  implementation  of  multi-sectoral 
collaboration  and  coordination,  Saudi  Arabia's  annual  health 
reports  are  disturbing:  Nationwide,  72%  of  the  total  number 
of  primary  health  care  centers  reported  active  "friends  of 
the  health  center  committees"  in  1990,  and,  by  contrast,  the 
percentage  dropped  to  65%  in  1992  (Ministry  of  Health  1992, 
1990) . In  the  health  district  of  Jeddah,  the  percentage  of 
primary  health  care  centers  implementing  community 
participation  decreased  from  66%  in  1990  to  64%  in  1992. 

It  should  be  noted  that  al-Watan  primary  health  care 


center  attempted,  albeit  unsuccessfully,  to  create  a 
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"friends  of  the  health  center"  committee.  Recalls  the 
Director : 

Few  years  ago,  I was  very  enthusiastic  about  the 
concept  [of  community  participation]  ....  In 
our  training,  we  were  instructed  to  seek  the 
notables  of  the  community- -school  principles, 
wealthy  businessmen,  the  Omdah , directors  of  other 
government  institutions,  and  the  like.  We  [the 
Director  and  social  worker]  tried  in  vain  .... 

It  was  very  clear  that  these  notables  were  the 
least  interested.  They  do  not  even  use  the  center. 
Another  problem  was  the  vagueness  of  what  to 
expect  from  such  a committee.  We  are  prohibited 
from  seeking  financial  assistance,  lest  that 
distort  the  government's  image.  Since  all 
decisions  are  made  at  the  district  and  central 
level,  it  would  be  senseless  to  seek  assistance 
from  anyone  on  how  to  run  the  center  or  the 
services  provided. 

If  the  "influential"  are  the  least  interested,  then  what 
about  the  community  of  beneficiaries  of  al-Watan  primary 
health  care  center?  Only  4%  (8)  of  interviewed  users  were 
willing  to  participate,  provided  that  such  involvement  did 
not  interfere  with  their  daily  routine.  The  majority 
declined  for  two  basic  reasons.  First,  interviewees  claimed 
that  they  are  too  pressed  for  time  be  to  involved.  Second, 
the  government  is  perceived  to  be  adequately  providing  both 
technical  and  human  resources.  An  irritated  interviewee  put 
it  clearly:  Balash  sivasa,  that  is,  "let  us  not  talk 
politics . " 

While  the  official  Saudi  version  appears  to  espouse 
the  principle  of  community  participation  and  involvement. 
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its  conceptualization  of  the  "community"  mirrors  the 
existing  power  relations.  The  elite  are  entrusted  with 
leadership  as  if  the  public's  wellbeing  constitutes  an 
element  of  their  concern,  and  those  who  already  wield  power 
are  further  empowered.  Thus,  in  redefining  the  "community" 
in  paternalistic  terms  where  the  powerful  are  deemed  with 
"knowing  what  is  best,"  there  is  a further 
disenfranchisement  of  the  population  from  a control  over 
their  actual  bodies,  which  in  essence  represents  the  gutting 
of  the  philosophical  foundation  of  primary  health  care. 

Conclusion 

It  is  only  reasonable  to  maintain  that  the  principles 
underlying  the  primary  health  care  approach  to  health  and 
health  care  services  are  intertwined,  mutually  reinforcing 
and  indivisible.  The  literature  confirms  the  significant 
association  between  the  implementation  of  these  principles 
and  the  improvement  in  the  health  status  of  individuals  and 
communities  (Eng  et  al . 1984;  Macdonald  1993;  WHO  1986; 
Yacoob  et  al . 1989) . 

As  this  chapter  shows,  the  concept  of  equity  and  the 
existing  blatant  differential  access  to  resources  in  Saudi 
Arabia  is  a contradiction  in  terms.  Community  participation 
and  authoritarianism  is  another  contradiction  in  terms. 


201 


Multi-sectoral  coordination  and  "rigid"  bureaucracies  is  yet 
another  contradiction  in  terms.  The  end  result  is  a health 
care  system  that  is  plagued  with  difficulties  as  manifest  in 
the  mismanagement  of  human  and  material  resources,  the  long 
waiting- time  and  quick  diagnosis,  the  high  rate  of  return- 
visits  and  over-utilization  of  services,  and  the  inevitable 
low  quality  of  health  care.  This  is  not  primary  health  care 
as  envisioned  by  the  Alma-Ata  Declaration.  At  the  very  best, 
this  is  a second-rate  primary  medical  care  for  the  poor. 

Notes 


1 .  In  determining  this  sample  size  I used  the  following 
formula  (Bernard  1988:102) : 

Chi^  N P (1  - P) 

Sample  Size  = 


(N  - 1)  + Chi^  P (1  - P) 

where  Chi^  = 3.481,  N = 21000,  P = 0.5,  and  C = 0.05. 

To  obtain  a 95%  probability  sample  with  a 5%  confidence 
interval,  however,  I should  have  used  a Chi^  value  of  3.841! 
The  proper  sample  size  would  have  been  378  persons  instead 
of  the  aforementioned  341  interviewees. 

2 . Prior  to  the  establishment  of  the  Ministry  of  Health  in 
1954,  Sebai  (1987)  noted  that  in  1949  there  were  a total  of 
111  physicians  and  1,000  hospital  beds  in  the  entire 
country.  As  a consequence  of  the  economic  boom  of  the  1970s, 
the  numbers  have  reached  14,335  physicians  and  30,707 
hospital  beds  in  1985. 

3.  These  include  the  Ministries  of  Health,  Education, 

Girls  Education,  Higher  Education,  Interior,  the  National 
Guard,  the  Armed  Forces,  King  Faisal  Specialist  Hospital, 
the  Royal  Commission  of  Jubail  and  Yanbu,  the  Red  Crescent 
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Society,  and  the  Arabian  American  Oil  Company  (Ministry  of 
Health  1992) . 

4.  By  contrast,  Searle  and  Gallager  (1983:659)  argue  that 
within  the  context  of  rapid  socioeconomic  development,  the 
primary  health  care  approach  "is  not  the  most  appropriate 
for  Saudi  Arabia  and  countries  like  it."  A consequence  of 
the  "explosive  rate"  of  development,  health  care  needs  are 
envisioned  to  "change  and  expand  dramatically."  As  a result, 
write  Searle  and  Gallager  (1983:678)  : 

An  elaborate  hospital  building  program  and  the 
recruitment  and  training  of  specialists  to  staff 
the  hospitals  would  seem  warranted  to  meet  the 
rising  demand  for  secondary  and  tertiary  care. 

5.  Even  though  recommendations  and  criticism  are  not 
synonymous,  the  refusal  to  even  remark  goes  to  show  how 
deeply  embedded  the  public's  fear  of  the  Saudi  government 
can  be . 

6 . Since  interviewees  may  express  more  than  one 
suggestion,  numbers  and  percentages  do  not  add  up  to  the 
total  number  of  interviewees  and  100%  respectively. 


7.  In  this  sample,  23  (43%)  utilized  primary  health  care 

services  for  vaccinations,  11  (21%)  for  their  domestic 
servants,  and  19  (36%)  for  both.  Primarily  utilizing  the 
private  sector,  29  (55%)  obtained  health  care  services  free 
of  charge  through  their  employment  while  24  (45%)  purchased 
them  directly. 

7.  As  Bernard  (1988)  pointed  out,  the  possibility  that 
people  change  their  behavior  when  observed  is  omnipresent. 
For  this  reason,  I relied  on  patients'  views  which  were 
recorded  immediately  after  their  visits. 

8.  Prior  to  November  1990,  women  were- -in  practice  but  not 
by  law- -prohibited  from  driving  in  Saudi  Arabia.  On  November 
6,  1990,  forty-seven  women  defied  this  convention  by  driving 
in  the  capital  city  of  Riyadh.  All  women  were  arrested, 
their  passports  confiscated,  and  their  employment 
terminated.  Most  significant  is  the  fact  that  the  Minister 
of  interior  issued  an  "order"  officially  prohibiting  women 
from  driving,  therefore  transforming  a custom  into  law.  For 
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journalistic  accounts,  see  Ibrahim  (1990a,  1990b) ; Lemoyne 
(1990) ; and  Murphy  (1990) . 


CHAPTER  5 
CONCLUSION 

Throughout  its  evolutionary  course,  international 
health  development  has  been  a Western  innovation  that 
fluctuates  within  the  overarching  premises  and  goals  of 
development  theories  and  practices  while  facilitating 
Western  pursuits.  Individuals'  motives  and  intentions 
notwithstanding,  underlying  international  health 
development  is  anything  but  humanitarian:  From  the  early 
days  of  "quarantine,"  to  the  heydays  of  "vertical 
programs,"  to  the  pragmatic  phase  of  "basic  needs,"  to  the 
Samaritan  sentiments  of  "comprehensivism, " and  to  the 
scientific  facade  of  " selectivism, " international  health 
development  has  been  a conduit  for  Western  hegemony. 
Multitudinous  careers,  academic  departments,  research 
institutions,  and  organizations  and  bureaucracies  thrive  on 
developing  the  "hapless"  underdeveloped  world.  Shrouded  in 
self-declared  mystifying  ideologies  of  humanism,  well- 
meaning  individuals  work  within  the  Development 
Establishment  to  improve  the  lives  of  countless  Third  world 
people.  Yet,  the  documented  consequences  of  these 
intentions  can  be  characterized  as  exorbitant  experiments 
on  faceless  specimens.  Individuals'  motives  aside,  what 
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possible  gains  can  organized  multi-national  health 
development  projects  obtain  from  improving  the  health 
status  of  Third  world  populations?  Affordable  labor-forces? 
Consumer  markets? 

This  is  neither  an  attack  on  scientific  research, 
formulations  and  findings,  nor  is  it  a call  for  extreme 
relativism.  Scientific  medical  knowledge,  I maintain,  is 
universally  applicable  where  appropriate  contexts  exist. 

The  diversity  of  Third  world  socicultural  systems  is 
neither  praised  for  the  short-term  successes  nor  blamed  for 
the  long-term  failures  that  are  characteristic  of 
international  health  development  projects.  On  a meta  level, 
the  short-lived  accomplishments  of  international  health 
development  are  the  inevitable  outcome  of  the  mismatch 
between  Western  philosophy  on  the  one  hand,  and  Third  world 
realities  on  the  other.  Since  this  study  is  neither  a 
philosophical  endeavor  nor  an  attempt  to  delineate  the 
evolutionary  determinants  of  sociocultural- -or  even  health 
care- -systems , suffice  it  to  say  that  the  Western 
conceptualization  of  what  constitutes  humanity  and  its 
unalienable  rights  collide  with  the  despotic  realities  of 
most,  if  not  all.  Third  world  countries.  Remember  that 
"health  is  a fundamental  human  right,"  and  remember  that 
totalitarianism,  to  one  degree  or  another,  is  the  rule  in 


the  Third  world. 
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Situated  in  this  context,  the  comprehensive-selective 
debate  can  be  declared  to  be  misconstrued.  Wittingly  or 
unwittingly,  parties  of  the  debate  uncritically  espouse  the 
underpinnings  of  developmentalism : The  superiority  of  the 
technologically  advanced  West  as  well  as  the  primacy  of  the 
state  as  the  paramount  agent  of  socicultural  development 
are  taken  for  granted- -despite  the  fact  that  Western 
supremacy  and  the  development  of  the  state  are  recent 
phenomena  in  the  long  evolutionary  process.  Hence  the 
elevation  of  "resources"  and  "political  commitment"  to  the 
point  of  divinity  in  the  aforementioned  comprehensive - 
selective  controversy.  Saudi  Arabia  is  a case  in  point. 

It  can  be  reasonably  concluded  that  human  as  well  as 
material  resources  are  adequately  allocated  to  the  Saudi 
primary  health  care  network,  hence  rendering  the  notion  of 
"scarce  resources"  inapplicable  to  Saudi  Arabia's 
situation.  Since  "political  commitment"  is  circularly 
defined  in  terms  of  the  allocation  of  adequate  resources, 
then,  likewise,  Saudi  Arabia  can  be  said  to  be  politically 
committed  to  the  primary  health  care  approach  to  health  and 
health  care  services.  The  trouble,  however,  is  not  in  the 
availability  of  sufficient  resources,  but  a matter  of 
inefficient  utilization  and  mismanagement  of  these 
resources  in  meeting  the  goals  of  primary  health  care.  This 
study  echoes- -though  from  a different  perspective- -the 
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World  Health  Organization's  (1987:134)  evaluation  of  Saudi 
Arabia's  "Health  for  All"  strategy:  Despite  her  economic 
self-sufficiency,  the  "lack  of  managerial  capabilities  and 
lack  of  coordination  tend  to  be  a hinderance . " 

Far  removed  from  people's  reality  is  the  overarching 
Saudi  health  care  policy  that  purports  the  provision  of  a 
comprehensive  package  of  primary  health  care  services.  Yet, 
primary  health  care  personnel- -representing  a human  conduit 
for  policy- -do  not  reference  services  beyond  the  curative 
dimension,  suggesting  the  freezing  and  stagnation  of  a 
potentially  dynamic  health  care  philosophy.  Practitioners 
voice  their  roles  as  purely  curative  in  orientation.  This 
cure- specif ic  cognizance,  moreover,  is  shared  by  both 
providers  and  recipients  of  primary  health  care  services  as 
manifest  in  interviewees'  perception  as  well  as  in  the 
actual  distribution  of  patients'  visits.  In  short,  primary 
health  care  providers  work  almost  exclusively  within  the 
limits  of  the  Western  practice  of  "a  pill  for  every  ill," 
lacking  any  concept  of  the  patient  as  a social  individual- - 
a concept  which  defines  the  affected  person  as  an 
integrated  part  of  the  community. 

Furthermore,  explicitly  contrary  to  primary  health 
care  philosophy,  the  health  care  system  in  Saudi  Arabia  is 
heavily  top-down:  At  the  level  of  primary  health  care 
centers,  there  are  no  personnel  participation,  much  less 
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community  involvement.  Interviews  with,  and  observations 
of,  primary  health  care  personnel  reveal  their  complete 
detachment  from  the  centralized  decision-making  process 
where  "orders" --verbally  in  general- -are  handed  down 
through  a long  chain  of  bureaucrats.  More  disturbing  is  the 
collapse  of  internal  communication  through  team  dialogue 
for  the  purposes  of  identifying  community  specific  problems 
and  initiating  appropriate  interventions.  Add  to  this  the 
absence  of  written  guidelines,  standards,  and  procedures. 
Similarly,  intra-  and  inter-sectoral  coordination  and 
collaboration  are  virtually  missing.  Even  the  observed 
"one-way"  referral  to  secondary  institutions  is  the 
patients'  stepping-stone  for  perceived  better  services. 
Thus,  despite  a very  attractive  policy,  the  actual 
bureaucratic  structure  retards  its  own  implementation. 

Community  participation  and  involvement  portray  a 
comparable  picture.  Existing  only  in  the  heads  of  Saudi 
health  care  policy  articulators,  in  actuality,  the  mere 
mention  of  community  participation  and  involvement  evoked 
both  fear  and  anxiety  among  interviewees.  This  is 
understandable  given  the  high  cost  of  critical  expressions 
in  Saudi  Arabia  where  decades  of  oppression  seem  to  have 
left  their  mark.  Moreover,  mirroring  the  existing  power 
relations  is  the  official  definition  of  the  community: 
Wielders  of  power  are  not  only  endowed  with  knowledge,  but 
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also  entrusted  with  the  public's  wellbeing.  Since  when  did 
the  wealthy  and  powerful  consider  the  interest  of  the 
populace  a priority? 

Infested  with  difficulties,  the  Saudi  primary  health 
care  network  seems  to  have  been  immured  in  a self- 
perpetuating  vicious  cycle:  Patients'  long  waiting- time , 
quick  and  incompetent  diagnosis  and  treatments,  high  rate 
of  patients'  return-visits , and  over-utilization  of 
services  inescapably  induced  both  the  observed  low  quality 
of  health  care  and  the  expurgation  of  the  promotive, 
preventive  and  rehabilitative  dimension  of  primary  health 
care . 

In  characterizing  the  Saudi  primary  health  care  system 
as  a second-rate  medical  services  for  the  socio- 
economically disadvantaged,  one  must  consider  Saudi 
Arabia's  unique  context  as  a "developing"  country.  While 
the  existing  health  care  system  could  be  applauded  were  it 
to  exist  in  less  economically-advantaged  Third  world 
nations,  it  is  particularly  troubling  in  the  case  of  oil- 
rich  Saudi  Arabia:  Unlike  most  of  Third  world  nations, 

Saudi  Arabia  has  both  the  economic  and  professional 
resources  to  develop  a first-grade  primary  health  care 
system. 

Throughout  Saudi  Arabia's  evolution,  the  alliance 
between  the  temporal  and  spiritual  authorities  has  been 
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utterly  employed  to  consolidate  power  and  control  in  the 
hands  of  the  very  few- -the  ruling  House  of  Saud.  Blessed  or 
cursed  with  the  sudden  petro-dollar  wealth,  Saudi  Arabia's 
elite  embraced  a technical  conceptualization  of 
development:  Indeed,  the  transformation  of  the  physical 
infrastructure  is  monumental.  Yet,  for  every  declared 
"progress,"  a giant  step  was  taken  into  the  dark  centuries 
of  oppression.  Recall  that  Saudi  Arabia  has  neither  a 
written  constitution  nor  an  elected  legislative  assembly. 
Recall  that  political  parties  as  well  as  most  forms  of 
public  association  are  outlawed.  Recall  that  free  speech 
and  critical  expression  are  prohibited.  Recall  that  the 
press  is  strictly  regulated.  Recall  that  gender  as  well  as 
religious  discrimination  are  sanctioned.  Recall  that 
extrajudicial  killings,  torture,  and  cruel  punishment  are 
not  proscribed.  And  recall  that  the  unwritten  criminal  code 
hinges  on  commentaries  composed  during  the  Middle  ages . 

Yet,  in  spite  of  her  dismal  record  of  human-rights 
violations,  and  despite  her  fierce  renunciation  of  Western 
conceptualizations  on  God-fearing  grounds,  Saudi  Arabia, 
nonetheless,  emphatically  embraces  the  Western 
underpinnings  of  the  primary  health  care  approach  to  health 
and  health  care  services.  While  Saudi  Arabia's  political 
system  is  still  locked  up  in  medieval  mentality  and 
practice,  the  professed  health  care  policy  alienates  health 
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and  access  to  health  care  services  from  the  broader 
framework  of  human  rights  and,  moreover,  re-interprets  the 
"revolutionary"  principles  of  primary  health  care  to 
conform  with  the  on-the-ground  tyranny  of  total  state 
control.  Can  this  "revolutionary"  approach  ripen  in  a 
"reactionary"  setting?  While  one  may  opt  for  contemplating 
the  issues  in  terms  of  "technical"  inconveniences,  the 
stilted  application  of  primary  health  care  in  Saudi  Arabia, 
I insist,  is  grounded  in  the  intrinsic  contradictions 
between  Western  Enlightenment  philosophy  that  provides  both 
the  historical  and  ideological  foundations  of  this 
approach,  and  the  Saudi  political  system  that  is 
reminiscent  of  medieval  kingdoms  based  on  royal 
totalitarianism . 

At  face  value,  oil-rich  Saudi  Arabia  is  scarcely 
representative  of  the  largely  impoverished  Third  world.  In 
reality  however,  Saudi  Arabia  shares  the  basic  attributes 
of  Third  world  countries.  For  instance,  the  Human 
Development  Report  (UNDP  1994:93-94)  divides  the  world 
community  into  two  basic  categories  of  "industrial"  and 
"developing"  nations  where  Saudi  Arabia  is  identified  with 
the  latter.  Based  on  a measure  that  combines  indicators  of 
life  expectancy,  educational  attainment,  and  income  into  a 
composite  Human  Development  Index  for  determining  the 
relative  socioeconomic  progress  of  nations  (UNDP  1994:90), 
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the  world  is  divided  into  three  categories  of  high,  medium, 
and  low  human  development.  In  spite  of  her  enormous  wealth, 
Saudi  Arabia  is  classified  as  a "developing"  country  with 
"medium"  human  development.  In  fact,  Saudi  Arabia  ranked 
below  Argentina,  Chile,  Kuwait,  Mexico,  Fiji,  Mauritius, 
and  Jamaica,  to  name  but  a few.  In  1991,  moreover,  Saudi 
Arabia's  real  GDP  per  capita  was  $10,850  compared  to  $5,120 
and  $2,650  for  Argentina  and  Sri  Lanka  respectively.  Yet, 
Saudi  Arabia's  life  expectancy  at  birth  was  68.7  years 
while  Argentina's  was  71.1  years  and  Sri  Lanka's  was  71.2 
years.  Adult  literacy  rate  tells  a similar  story:  Sixty- 
four  percent  for  Saudi  Arabia,  95%  for  Argentina,  and  89% 
for  Sri  Lanka.  The  mean  years  of  schooling  is  yet  another 
example:  For  Saudi  Arabia,  3.6  years,  for  Argentina,  9.2 
years,  and  7.2  years  for  Sri  Lanka.  Infant  mortality  rate 
was  determined  to  be  thirty-one  per  1,000  live  births  in 
Saudi  Arabia,  twenty-nine  in  Argentina,  and  twenty- four  in 
Sri  Lanka  (UNDP  1994:120-131) . This  goes  to  show  that  Saudi 
Arabia's  wealth  does  not  constitute  a sufficient  reason  to 
exclude  her  from  the  Third  world.  To  the  contrary,  the 
Kingdom  is  fittingly  part  of  that  "base  of  the  global 
capitalist  pyramid:"  In  addition  to  embracing  Western 
lifestyles,  Saudi  Arabia  is  politically  and  economically 
dependent  on  the  West . 


213 


Being  an  oil-rich  Third  world  nation,  therefore, 
allows- -at  least  on  logical  grounds- -for  generalization 
from  Saudi  Arabia's  case  not  only  to  similar  wealthy 
states,  but  also  to  the  economically  impoverished  nations 
of  the  Third  world.  Recall  that  the  debate  surrounding  the 
feasibility  of  primary  health  care  revolves  around  "scarce 
resources"  and  "political  commitment"  to  allocate  such 
resources.  If  Saudi  Arabia  failed  to  achieve  measurable 
success  in  implementing  the  primary  health  care  approach  to 
health  and  health  care  services,  then  it  is  highly  unlikely 
that  the  less  economically-capable  nations  of  the  Third 
world  can  do  any  better.  Perhaps  more  significant  is  the 
fact  that  the  principles  and  philosophical  foundation  of 
the  primary  health  care  approach  collide  with  the  socio- 
political realities  of  the  Third  world  where  humanity  and 
its  inalienable  rights  are  continuously  redefined  in  the 
context  of  oppression,  oppression,  and  more  oppression. 

Let  alone  achieving  "health  for  all  by  the  year  2000," 
the  feasibility  of  the  primary  health  care  approach  to 
health  and  health  care  services  in  the  Third  world  is 
indeed  remote.  Instead  of  wasting  valuable  human  and 
material  resources,  the  Development  Establishment  must 
attend  to  these  incompatibilities.  Otherwise,  the  "Trojan 
horse"  of  primary  health  care  shall  remain  hollow  and 


lifeless . 
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